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When any new subject is being developed in med- 
icine we are attracted by that which is most obvious. 
The symptoms of infective appendicitis. are so 
strongly in evidence that we have centered our at- 
tention upon these during the past fifteen years. We 
have generally overlooked the fact that there may 
be more than one kind of appendicitis, and the time 


~ has now arrived for us to elaborate the subject upon 


a basis of collected data of value. 

I believe that we can differentiate four very sepa- 
rate and distinct kinds of appendicitis to-day. 

Acute infective appendicitis seems to be due to a 
compression anemia of the soft inner structures of 
the appendix when they try to swell rapidly within 
the tight and narrow outer sheath, without much 
regard for the cause of the swelling. The swell- 
ing of the mucosa and lymphoid layers of the cecum 
give rise, in the course of an ordinary catarrhal 
colitis, to no grave consequences, but when these 
same structures try to swell within a tight outer 
sheath of the appendix, compression anemia results 
and bacteria attack the area which is temporarily 
unprotected. The presence of a concretion in the 
appendix will lead to the same sort of swelling. 
Traumatism will sometimes cause it. In any event 
the subject of acute infective appendicitis is now so 
well understood that I shall not go into details of 
that form of appendicitis here. 

Another very interesting type of appendicitis is 
caused by extrinsic infection, as when tuberculosis 
of the peritoneum invades the tissues of the appen- 
dix, or when infection from an oviduct extends to 
neighboring organs. In this form the structures 
of the appendix usually swell very slowly and have 
time to adapt themselves to the environment so well 
that they are protected against the accidents of acute 
intrinsic infection. 
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The third type of appendicitis is the congestive 
type which commonly follows loose kidney, for in- 
stance, or with serous infiltration in the presence of 
ascites. In this class of cases also the swelling is so 
gradual in character that the tissues of the appen- 
dix acquire protection. 

The fourth kind of appendicitis, I have left for 
the last, although it is probably the most common. 
It is my belief that the fourth type takes more pa- 
tients to the doctors’ offices than all of the other 
three and yet it is more often overlooked. I refer 
to fibroid degeneration of the appendix. 

It is not only overlooked by physicians, but 
surgeons have often opened the abdomen believ- 
ing that they were to find chronic appendicitis and 
observing an apparently harmless appendix, have 
closed the abdomen without removing it, believing 
that they had been mistaken in diagnosis. 

Senn was the first to call attention to fibroid de- 
generation of the appendix, although he did not give 
it that name. He published an article in the Jour- 
nal of the American Medical Association, March 
24, 1894, describing what he called appendicitis ob- 
literans, and says that the cases are marked by acute 
exacerbations, mild in character, of short duration, 
but extending over long periods of time. He ob- 
served that these appendices were gradually becom- 
ing obliterated. It is my belief that the appendices 
were not becoming obliterated because of inflamma- 
tion, but that inflammation occurred incidentally as 
a feature of the changes taking place. 

Eight years later Ribbert in his Lehrbuch der 
Speciellen Pathologie, 1902, stated that the appen- 
dix normally undergoes an involution process so 
that more than 50 per cent. of all cadavers show 
complete or partial obliteration of the lumen after 
the 6oth year of age. Ribbert thought it was a 
gradual effacement of the lumen which was respon- 
sible for various forms of acute inflammation of 
the appendix, but my observations lead me to an- 
other conclusion altogether, for the reason that 
with the gradual disappearance of the soft inner 
structures of the appendix we lose the parts which 
are chiefly involved in infective processes. In the 
second place the appendix which is undergoing in- 
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volution seems to remain in a condition of irritation 
which calls out persistent protection against inva- 
sion. The cause for this irritation I observed 
rather by accident while examining microscopically 
some appendices which had caused considerable dis- 
turbance and yet which did not give much external 
evidence of any lesion. It was observed that vari- 
ous structures had been replaced by connective tis- 
sue, but nerve filaments remained intact. These 
nerve filaments were surrounded by groups of new 
cells indicating the presence of a considerable de- 
gree of contraction. It seemed evident then that 
the ordinary contraction of hyperplastic connective 
tissue occurring in these appendices, as it occurs 
everywhere else in the body, was irritating the fila- 
ments of unprotected nerve. 

Carrying this idea into the field of daily diagnosis 
and of observation it seemed very clear that most 
of us had been overlooking the real character of the 
class of appendicitis cases in which the patients go 
about from doctor to doctor, but do not go to bed. 
We find these cases for the most part in patients 
past twenty years of age, although sometimes the 
symptoms appear in patients who are considerably 
younger. We shall find most of our cases, how- 
ever, in patients of middle age. 

There are two separate and distinct sets of symp- 
toms. 

The local symptoms consist in occasional attacks 
of discomfort in the appendix region and these some- 
times amount to actual pain; although for the most 
part it must be classified simply as discomfort. The 
patients are inclined to press the hand over the re- 
gion of the appendix, or to rest against a chair or 
the edge of a table, pressing upon that point for re- 
lief. There may or may not be tenderness on pres- 
sure upon the appendix ; sometimes it is tender and 
sometimes not. 

The most important symptoms are those of a re- 
flex character, and we have various derangements 
of function of the bowel commonly designated as 
intestinal indigestion. This is probably due to the 
irritation of the intimate ganglia of the bowel wall. 
The symptoms are protracted and often extend 
over many years. 

In making a diagnosis of the condition we note 
such a history as I have just given, and add to that 
a tendency of the cecum and ascending colon as far 
as the hepatic flexure to remain persistently more 
distended with gas, than other parts of the bowel. 

The most important symptom of all seems to be 
a hypersensitiveness at the right group of lumbar 
ganglia. If we make deep pressure upon the wall 


of the abdomen about one and a half inches to the 


right of the umbilicus in order to press upon this 
group of lumbar ganglia and we find more tender- 
ness there than over any other group of sympathetic 
ganglion, there is fair presumptive evidence that we 
are dealing with a case of fibroid degeneration of 
the appendix. 

On account of my interest in the subject some of 
my assistants got to calling these cases of “Morris 
appendix.” But in more distant circles the term 
came to stand for perfectly normal appendices, 
much to my regret, as I have always been in favor 
of leaving the normal appendix severely alone. In 
cases of fibroid degeneration of the appendix I usu- 
ally tell the patient to try medical treatment first, 
but if the annoyance is sufficient to cause too much 
impairment of health, I advise the removal of the 
appendix, not on the ground of avoiding future 
danger, for I believe these patients to be protected 
against acute appendicitis, but on the ground of re- 
lieving present discomfort. 

If a patient with fibroid degeneration of the ap- 
pendix goes to a sufficient number of doctors he 
will get a sufficient number of opinions, but the time 
is coming when he will make the diagnosis of this 
condition as freely as we now diagnosticate acute 
infective appendicitis. 

I have many specimens showing fibroid degenera- 
tion of the appendix all from patients who had been 
advised against operation when they were first seen. 
but who came back for operation subsequently on 
the ground that they had too many important things 
in life to look after and could not give so much time 
to the appendix. 

In some of these specimens, no one would think 
from the external appearance of the appendix that 
it was abnormal in any way. And yet it is found 
by making a longitudinal slit that the appendix con- 
tains no lumen and the inner structures have been 
replaced by hyperplastic connective tissue. In some 
of the other specimens more or less lumen remains. 

In other specimens there is not a single normal 
structure of the appendix left, but the fine sem- 
blance of that organ consists of connective tissue 
which has replaced lymphoid, mucosa, submucosa 
and even muscularis. 

In the latter class of cases there is a tendency to 
disappearance of the mesentery of the appendix 
also, so that the fibrous strings remaining are prac- 
tically retro-peritoneal. 

Most of us can find cases of this sort in our clien- 
tele, and we do not tell the patients that they had 
better have the appendix removed because it may 
flame up and go off some time in the future. We 
had better tell them that they are likely to have a 


October, 1909. 


MILLER—WHERE: IS THE APPENDIX? 


AMERICAN 
JOURNAL OF SURGERY. 


319 


good deal of intestinal indigestion while such appen- 
dices remain, and that we can stop the symptoms 
easily enough at any convenient time when it seems 
desirable to do so. 
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The question “Where is the Appendix?” not 
infrequently passes through the surgeon’s mind 
when, after diligent search in the anatomical geo- 
graphical region, he fails to find the diseased cecal 
termination. 

Anyone who has attempted to invade the abdom- 
inal province of the great domain of surgery, with 
the purpose in view of performing the smallest and 
most frequent of all abdominal surgery, the removal 
of a diseased appendix, is soon convinced that theo- 
retical surveys are useless for practical applications. 

During the fifth week of fetal development the 
cecum is situated high up and in close relation with 
the transversely placed portion of the large intes- 
tine; later, the blind end of this part of the gut de- 
scends, owing to the development of an intermedi- 
ate portion which assumes the position and charac- 
teristics of the ascending colon, the cecum for a time 
is of uniform size; its further growth, however, is 
marked by the failure of the apical portion to keep 
pace with the increase in size of the remaining part 
of the gut; in consequence, that portion which 
morphologically represents the end of the cecum 
remains as a narrow tubular attachment connected 
with the head of the large gut; this constitutes the 
appendix vermiformis, the oldest part of the cecum. 

All textbooks assert that the appendix lies in the 
right iliac fosse, with its base corresponding to the 
midpoint of a line drawn from the anterior superior 
iliac spine to the umbilicus, or it lies in the pelvis, 
and when attached to a freely movable caput coil or 
when it possesses a long mesentery, it may lie in the 
left iliac fossa or near the spleen and beneath the 
diaphragm. These book descriptions are diagram- 
matic and do not apply to pathological contortions 
or resulting destructions. 

When we confine ourselves to the catarrhal state 
of that organ, then the three muscular bands of the 
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colon easily lead us to the point of attachment of the 
appendix. (P. Muller.) 

Extensive and firm adhesions, however, change 
the scenery of the operative field. The appendix may 
be literally buried in cicatricial tissue, so that it is 
scarcely recognized, and can only be liberated with 
great care and considerable force. The appendix 
may be found closely adherent to the wall of the 
cecum, so that it appears almost a part of it and can- 
not with safety be dissected from it, or it is caught 
between the coil of intestine, and is so firmly matted 
together by its two walls that separation from it, 
when chronically adherent, would involve the risk 
of tearing the gut. 

Many appendices are blended by adhesions and 
apparently form part of the fascia covering the right 
psoas muscle. In some cases the sloughed appendix 
is found floating in a localized abscess cavity or it 
may be fished out of a diffused pyo-peritoneum. 
Now and then the sloughed area of a lost appendix 
is found on the cecum, with the appendix either 
migrating somewhere in the abdomen or swallowed 
as it were by the cecum, and passed through the 
large intestine, and out of the system. 

We again find an appendix the tip of which pro- 
trudes through a slit in its meso-appendix. In such 
conditions the appendix twists on itself in passing 
through the slit. 

Instead of an appendix we at times find a tumor, 
accompanied by the evidences of supuration and cel- 
lulitis. The omentum usually constitutes the main 
bulk of the tumor, being adherent or wrapped about 
the appendix, thickened and infilfrated with inflam- 
matory products, and adherent to the other side to 
intestine or abdominal wall. 

By nature’s kindness, the omentum sometimes 
falls, as it were, over a ruptured appendix and pre- 
vents leakage from it. In such cases the omentum 
becomes highly inflamed, infiltrated. and often pyo- 
genic. The appendix is then partly or fully envel- 
oped by it, and is not readily found, unless care- 
fullv dissected out of its entrenched position. 

Some appendices are mere vestiges, appearing as 
fibrous cords, so that a probe cannot be introduced 
further than a quarter of an inch. They appear 
very small and atrophied. When these are fused 
to inflammatory products, they constitute those 
cases in which the appendix is not found. 

Not infrequently the appendix,even when not itself 
diseased is found wound around a loop of bowel 
and adheres with its tip to other parts and thereby 
produces internal strangulation. The coil of gut 
caught beneath it is constricted as if by a fibrous 
band. 
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The ovary or Fallopian tube, or both, may be 
fused with the appendix into one indistinguishable 
mass, mostly on the right side; in some cases it has 
been attached to the left tube. 

E. Rochard, Paris, operated upon a woman, 
whom he believed to be suffering from salpingitis 
on the left side, found on opening the abdomen by a 
median incision, under extensive omental adhesions 
an appendix drawn across the abdomen, and fixed 
by its extremity to a mass formed by the left tube 
and situated entirely in the left iliac cavity, while its 
base was attached to the cecum which was situated 
in its normal position. 

The appendix is always behind or above an en- 
larged uterus, whether the enlargement be due to 
physiological or pathological causes. -Mixter, while 
operating for appendicitis complicating pregnancy 
found the appendix at the lower end of the kidney. 

A cyst in the right iliac fossa proved to be a stran- 
gulated appendix without perforation. (Davis Col- 
ley, Op. cit. p. 437.) | 

In December, 1908, Dr. Delatour operated upon 
a boy ten years of age at the Jewish Hospital of 
Brooklyn, for a swelling in the’ right groin which 
proved to contain a gangrenous appendix with in- 
flammatory omentum over it. 

Floerken found the appendix in a child five years 
old in an umbilical hernia. 

In a right femoral sac the appendix was stran- 
gulated two centimeters from its free end for 18 
days, in the case reported by Bayer (Centralblatt 
fiir Chirurgie, 1886, p. 689). 

Dr. Alfred C. Wood, of Philadelphia, found in 
a woman seventy years of age, a gangrenous appen- 
dix in a painful fluctuating swelling in the right 
groin which was supposed to be a suppurating in- 
guinal adenitis: The cavity was found to be the 
sac of a femoral hernia. 

In another case reported by the same author, a 
woman had a lump in the right groin, which had 
been present three weeks. The diagnosis of femoral 
hernia had been made. At the operation, the swell- 
ing was found to consist chiefly of serum, but the 
sac also contained the entire appendix vermiformis. 

The appendix may be found in the right inguinal 
hernial sac and when in a fulminating state may 
give symptoms simulating constriction, when pres- 
ent in an irreducible rupture. 

In 3,054 hernias operated upon by Hoffman, of 
Vienna, in the clinic of Prof. Colzi, of Florence, 
Coley, Bundshuh (Heidelberg clinic), the appendix 
was found 58 times, one in about 53 cases. 

Gibbon quotes the combined experience of Coley 
and Halstead (1898) a total of 642 herniotomies, in 


which the cecum or appendix was found in the sac 
21 times. 

In July, 1908, I saw Dr. Wm. Linder operate 
upon a large right inguinal hernia in the sac of 
which he found the appendix, cecum, ascending and 
transverse colon. 

I operated on an infant five months old at the 
Jewish Hospital, of Brooklyn, on June 25, 1907, in 
whom I found the appendix in a mass which was 
made up of cecum, ascending and descending colon, 
and was in toto invaginated in the rectum and partly 
protruded through the anus. It was a rare form of 
intussusception. 

In another case, I found the appendix, cecum and 
ascending colon lying over the descending colon. In 
this case the transverse colon was folded upon itself 
and was not adherent. 

Where there is a transposition of viscera we must 
expect to find the appendix in the left iliac fossa. 

Bary describes in (Dissertation, Greifswald, 1893) 
a woman, 42 years of age, in whom at the autopsy 
her perforated appendix 4% inches long was found 
behind the obturator foramen in a collection of pus. 
This case was, therefore, an obturator appendicular 
hernia. 

‘Lennander mentions having observed in a dissec- 
tion of a sixteen-year-old boy the cecum together 
with an appendix 9 inches long, lying against the 
spleen in the left hypochondriac region. 

Tn non-descent of the cecum, there is a resultant 
corresponding abnormal situation of the appendix. 

G. R. Fowler, in his treatise on appendicitis, 
quotes Turner, of Moscow, who made a careful 
study of 83 cadavers, in which the appendix iay 
freely in the abdominal cavity, with the following 
results : 

In 51 it hung in the lesser pelvis. 

In 20 it passed transversely on the psoas muscle 
toward the sacral promontory. 

In 6 it lay freely upon the iliacus or upon the 
psoas. 

In 2 it passed upward upon the lateral surface of 
the descending colon. 

In 3 it lay in the mesogastric region, with the 
commencement of the colon, lying transversely. 

In 1 it lay in front of a right-sided sigmoid 
flexure. 

In 22 cases in which the appendix lay behind the 
first portion of the colon, between this and the pos- 
terior abdominal wall, its relative position was as 
follows : 

In 4 it was curled up behind the ileo-cecal junc- 
tion. 

In 5 it was directly behind the cecum. 


i 
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In 6 it passed intraperitoneally along the poste- 
rior or postero-median surface of the colon. 

In 2 it passed in the same direction, extraperi- 
toneally. 

In I it passed the fundus of the cecum turned up- 
ward and backward, the appendix lying behind it. 

Farnum reports a case in which the appendix was 
situated on the quadratus lumborum muscle, an inch 
aud a half above the right iliac crest. Bland Sutton 
had a case in which the tip of the appendix was 
found in contact with the under surface of the liver. 

The appendix has been found behind the peri- 
toneum with no peritoneal covering, constituting a 
retroperitoneal hernia of the appendix. 

F. W. Manley found an appendix coiled on itself 
and imbedded in cellular elements on the surface 
of the iliac fascia, entirely outside of the peritoneal 
cavity. 

Joseph D. Bryant states in Mathew’s Med. Quar- 
terly, 1894, that he found in three cases the appen- 
dix outside of the peritoneal cavity. 

Tillaux reports a case in which only the left tes- 
ticle was found in the scrotum, and in which a diag- 
nosis of orchitis and ectopia of the right testicle 
was made. On operating the appendix was found 
instead of the testicle. 

MacEwen found in four male cases the appendix 
in the scrotum and in three of these the condition 
was present at or soon after birth. 

In these cases the appendix may either descend 
into the scrotum alone or accompany the cecum. 
Where the appendix is present alone in the scrotum 
it may give rise to a characteristic condition. The 
neck of the scrotum reveals either the presence of 
what appears to be a thickened cord or even a dou- 
ble cord; while the extremity of the appendix lying 
curled up above the upper extremity of the testicle, 
together with its thickened mesentery, may simulate 
a second testicle. The mesentery of the appendix 
much thickened and fat laden is characteristic. 

James A. Kelly, of Philadelphia, records the case 
of a man 43 years of age in whom, at the autopsy 
the cecum was drawn over to the median line and 
toward the pelvis by a cystic dilatation of the appen- 
dix. The specimens consisted of a cystic dilatation 
of the terminal portion of the appendix having the 
shape of a banana, and the size of a large one, occu- 
pying the pelvis, with its proximal part toward the 
rectum and its distal portion pointing upward for- 
ward and to the right into the ilio-cecal region. 

Dr. H. Lilienthal reports three cases in the Mt. 
Sinai Hospital Report, Vol. 12, p. 297 and 301, 
where no appendix was found. 

The first case was a boy 3% years old, in whom 


at the spot corresponding to the stump of the appen- 
dix, there was a hole in the gut surrounded by a raw 
surface. 

The second case was that of a man of 22 years 
with a history of three previous attacks of appen- 
dicitis. The appendix could not be located. 

The third case, a boy of nine years with a typical 
history of appendicitis of one week duration. When 
operated upon an abscess cavity behind the cecum 
was evacuated, but the appendix could not be found. 

Finney, of Baltimore, cites a case where an ap- 
pendical abscess was evacuated but no appendix was 
found. 

In July, 1907, I operated on a girl of 17 years at 
the Jewish Hospital, for an acute attack of appendi- 
citis of two days’ standing. In her case I found a 
sloughed area in the cecum with the usual location 
of the appendix, but the guilty organ was not lo- 
cated. 

In another case on August 5, 1908, at the same 
hospital, while operating for appendicitis, found an 
intra-abdominal incarcerated inguinal hernia; the 
appendix, however, was not found. 

As a theoretical outline of where the appendix 
is to be found we must bear in mind (a) the posi- 
tion with regard to the cecum; (b) the direction it 
may assume; (c) the relation it acquires to the 
neighboring peritoneum. 

At the same time we must remember that the 
diseased appendix can be found in the rarest possi- 
ble position, not as yet described. 
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In the study of such an important subject as 
appendicitis nothing is too trivial to note that may 
alter or modify its course, simplify operation for its 
relief or aid in clearing a doubtful diagnosis. It is 
for this reason [ report the following cases with 
suggestions as to the lessons they may teach. 

Case I. November, 1905. Patient of Dr. Silver, 
of Windsor, N. J. Age 4 The boy had had “belly 
aches” at various times but no physician was called. 
Two weeks before he had been taken sick with pain, 
fever, rapid pulse, vomiting and constipation. There 
was a hard, tender swelling in the region of the 
appendix. His symptoms grew milder and when I 
saw him there was nothing to note except a well 
defined globular swelling which was far more sensi- 
tive than usual. The absence of the right testicle 
in the scrotum was not noticed before the opera- 
tion. The incision was made over the tumor and a 
pocket of pus was entered and wiped out. In a 
search for the appendix several small collections of 
pus were found. A portion of tissue was loosened 
up which seemed to have a mesentery but did not 
end in intestine. This happens occasionally in the 
normal testicle—the epididymus and testicle are less 
intimate and a_ so-called meso-pididymus exists. 
Putting this aside for the time, I found the appen- 
dix, and removed it. Then lifting up the other body 
I enucleated from the back wall of the largest ab- 
scess a testicle of which this was the epididymis. 
There was a distinct cord, which was tied and the 
organ removed. The wound was drained, dressed, 
and the little fellow recovered. The testicle was 
larger than normal from swelling. The left testicle 
was found in the scrotum. 

Dr. G. N. J. Sommer made the following report 
of an examination of both the appendix and testicle: 
“Specimens submitted consist of a vermiform appen- 
dix and a testicle. Appendix is about 2% inches 
long, split open along its free border. At the junc- 
tion of the outer and middle third is a small perfor- 
ation near the mesenteric border. Diameter esti- 


mated to vary from % to % inch from tip to base. 
Its walls are about ¥% inch thick. Color, faded, 
owing to alcohol. Meso-appendix thin and ill devel- 
oped. 

“Microscopically the picture varies from that of 
an acute catarrhal process in the basal portion of 
the organ to an acute ulcerative and gangrenous 
process as one approaches the site of perforation. 
Sections taken from near the perforation show com- 
plete absence of all the coats with the exception of 
the circular and longitudinal coats which are densely 
infiltrated with round cells and lecocytes, the muscle 
bundles themselves being degenerated, and stained 
poorly. The other coats are replaced by granula- 
tion tissue made up of round cells, leucocytes and 
newly-formed thrombotic bloodvessels.* Sections 
from below this line show absence of mucosa, here 
and ‘there small ulcers with abscess formation in the 
submucosa. In many places the subperitoneal struc- 
tures are much infiltrated and the lymph nodes 
swollen and degenerated. The mesentery in one 
portion is deeply infiltrated with round cells and 
there small abscesses can be noted. The bloodves- 
sels are all widely dilated. The specimen therefore 
shows the typical picture of acute ulcerative appen- 
dicitis with perforation. 

“Testicle 1/4 inch long, 1 inch wide and about 4 
inch thick. The specimen consists of two parts,— 
the testicle proper with epididymis, and spermatic 
cord, of which there is % inch left. Microscopically 
it presents two portions—glandular substance and 
interstitial, respectively. The glandular structure 
consists of alveoli on a basement membrane made 
of flattened nucleated cells and fine fibrils upon 
which are layers of epithelial cells about two or 
three in number, the outer of columnar cells and the 
inner ones of round cells. Most of the alveoli are 
ill-developed in the large majority ; no space between 
the walls of the tubules can be seen. No spermato- 
genesis is present. The interstitial substance is 
present in large amount, the tubules being quite 
wide apart. The interstitial substance consists of 
a network of fibrils containing many round and a 
few spindle-shaped cells. The, testicular coats are 
normal except that they show on their surface some 
fibrinous exudation and in the outer coats there is 
considerable round cell infiltration. In the epididy- 
mis the tubules are normal in number and appear- 
ance and there is a considerable infiltration of leuco- 
cytes between the tubules. Vas deferens is quite ill 
developed, the muscularis being almost absent and 
somewhat embryonal in type.” 

Case II. January, 1906. Patient of Dr. A. Felli, 
Trenton, N. J. Age 8. Has had several slight at- 
tacs of pain. Has been sick twenty-four hours with 
the classica symptoms of appendicitis, The tumor 
was harder and more circumscribed than usual. 
Right testicle not in evidence; left testicle in scro- 
tum. Orchitis was suggested, but there was every- 
thing to denote appendicitis. The operation dis- 


closed a sloughing appendix, which was removed. 
The testicle could be seen and felt just under the 
appendix, but no effort was made to enucleate it on 
account of the danger of opening up a new area of 
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infection. The patient recovered and has had no 
trouble since. 

Case III. September, 1906. Patient of Dr. Mar- 
tin W. Reddan, Trenton, N. J. He presented a 
vague clinical picture of appendicitis. The tumor 
was hard, circumscribed and exquisitely tender. 
The right testicle could not be found; left testicle 
normal. He had a right congenital inguinal hernia 
for which he had consulted the doctor. A diagnosis 
of appendicitis was reached and as he had com- 
plained of the hernia only, the operation was planned 
to reach both. Operation by Dr. Reddan. He 
made an incision one inch above and parallel with 
Poupart’s ligament into the peritoneal cavity. With 
a little difficulty the appendix was brought into view, 
found gangrenous, and removed. The testicle was 
found beneath the appendix and allowed to remain. 
The wound was closed in layers and the patient 
made an uninterrupted recovery. He is still well. 


CasE ITV. Intra-abdominal Orchitis Mistaken for 
Appendicitis. Descarpentiers reported in La Presse 
Médical, February, 1905, the case of a boy II years 
old who had entered Dr. Folet’s hospital service to 
be operated on for perineo-scrotal hypospadias. Ex- 
amination disclosed the fact that the child’s testicle 
was displaced in the abdomen. October 11, urethro- 
plasty of portion of the urethra was performed with 
the intention of subsequently making an orifice for 
the newly made canal, in the membranous urethra. 
In order to prevent contamination of the wound by 
the urine a catheter was inserted into the perineal 
orifice. The operation was successful, but on Octo- 
ber 22nd fever and symptoms of appendicitis de- 
veloped. Forty-eight hours later appendicectomy 
was performed. The appendix was found to be per- 
fectly healthy, and histological examination proved 
it to be normal. On November 6th, the child devel- 
oped orchitis of the left testicle, which lasted four 
days. Descarpentiers believes that in this case there 
was a double orchitis affecting first the displaced 
testicle and later the normal testicle. The catheter- 
ization after the operation for hypospadias caused 
a certain amount of irritation or traumatism of the 
membranous urethra, and as the orifice of the latter 
in the perineum was in close proximity to the anus, 
asepsis was difficult of realization, infection set in 
and spread first to the displaced testicle. 

There are lessons to be learned from these cases. 
One cause of undescended testicle is appendicitis 
in the fetus. The right testicle is more often re- 
tained than the left. In every one of these cases 
the left testicle was normal. The mildest inflamma- 
tion might cause a cobweb adhesion enough to stop 
the descent of this organ. Adhesions are frequently 
found in the peritoneum of the fetus, and Kelly and 
Hurdon mention this as a cause of the varying posi- 
tions of the cecum at definite times. In “The Ver- 
miform Appendix and Its Diseases,” figure 23, there 
is shown a picture of adhesions extending from the 
appendix to the spermatic vessels. 


In the first three cases the position of the testicle 


just beneath the appendix is suggestive of the cause 
of the ailment. 

I mention Case IV as a lesson in caution in reach- 
ing a diagnosis of appendicitis, and although this 
conjunction of conditions is a rare one, it might be 
well when called to see a boy supposedly suffering 
from appendicitis to examine for the testicles in the 
scrotum. The tumor in this condition is harder, 
more circumscribed and sensitive than in ordinary 
appendicitis. In the presence of pus it is better to 
let the testicle alone, although my first case had no 
complication after its removal. 

The cases reported of death from peritonitis, the 
result of orchitis in an undescended testicle, with 
the symptoms of tympany, tenderness, constipation 
and vomiting, look suspiciously like a primary 
appendicitis. 


Post-OPERATIVE DILATATION OF THE STOMACH. 


That acute dilatation of the stomach, not neces- 
sarily in extreme degree, is fairly common, we be- 
lieve to be true from our own experience. The 


patients with persistent distension, persistent nausea 
and vomiting, with the peritonitic facies and the 
thready pulse of a diffuse infection are often al- 
lowed to die because the case is believed to be one 
of peritonitic ileus for the reason that the custom- 
ary methods of treating the latter do not prove ef- 
Enemata are followed by the passage of 
Cathartics 
given by mouth are either vomited at once or they 


fective. 
flatus usually in considerable amounts. 


fail to produce the expected results. Liquids given 
by mouth are retained in part or whole for many 
hours, deluding the surgeon into the belief that 
nourishment is being absorbed. If, however, the 
stomach tube is used the amount of fluid that is 
obtained may be appalling. Again and again the 
stomach must be washed out until nausea ceases 
and until the stomach regains its normal size. Fol- 
lowing repeated lavage the distension, the facies and 
the thready pulse disappear, and at once it is clear 
that one is dealing not with the dreaded peritonitic 
ileus, but with an over-distended, paralyzed stom- 
ach. More and more at our clinic are we induced 
to employ lavage when nausea or vomiting hesitates 
to disappear spontaneously, or if there is any dis- 
tension that is not entirely relieved by enemata or 
the rectal tube.—Joun C. Munro in The St. Paul 
Medical Journal. 
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A RESUME OF THE VARIOUS OPERATIVE 
TECHNICS FOR DISLOCATED KIDNEY, 
AND THE APPLICATION OF EACH.* 


Eart Harvan, M.D., 
CINCINNATI, OHIO. 


In a paper’ presented before this society in 1907 
I added an effort in the direction of elucidating and 
establishing the individual and dependent pathology 
of dislocated kidney. 

Until within recent years the major portion of 
the American medical body has decried and denied 
the existence of dislocated kidney as a symptom- 
producing pathological entity. To-day, leading in- 
ternists, neurologists, gynecologists and surgeons 
recognize and have conclusively proven it to be the 
cause of a large number of cases of “chronic intes- 
tinal indigestion” of obscure origin, with its long 
train of symptoms which go to make “chronic ill 
health”; the general pathological picture of these 
patients simulating closely that of albuminuria. 
(Stirling, Pierre Marie,? Heubner* and Suckling,* 
quoted by the latter). The secondary gross compli- 
cations which may arise in dislocated kidney, and 
the ones which claimed the burden of argument as 
set forth in the above paper are: appendiceal irrita- 
tion or appendicitis; irritable or congested colon, 
the latter being produced by pressure on the ovarian 
or spermatic veins; stricture or occlusion of the 
bowel or bile tract; peritoneal adhesions involving 
the bowel, liver, kidney or bile duct or cholecyst ; 
ptosis or ulcer of the stomach, produced by traction 
on the small arm with consequent pyloric obstruc- 
tion, and other and less frequent secondary lesions. 
These findings are supported and verified by the 
experiences and researches of Suckling,* T. Gelston 
Atkins,®> Albarran,® Edebohls,? Morris, Newman,® 
Reidel,?° Gallant,4* Stewart Tidey,?* Harris,!* and 
Guterbock Sulzer and Bébinger, quoted by Harris, 
and a number of other investigators in this field of 
work, most of the credit for the development of the 
pathology being largely due the English and Ger- 
man workers. 

Briefly speaking, operative cases of dislocated 
kidney may be summed up as follows: 

(1) Cases presenting periodical crises (a) chronic 
recurrent headaches and other nervous surcharges, 
(b) gastro-intestinal, (c) renal, (d) hepatic, (e) 
appendiceal, and (f) various manifestations which 
this lesion exerts upon the bladder and pelvic organs. 

(2) Pathologic Kidney. (a) albuminuria (pos- 
tural) (b) hydronephrosis (recurrent). 


~"® Read before the Mississippi Valley Medical Association at Louis- 
ville, October 14, 1908. 


(3) Insanity. (Suckling). 

(4) Persistent lumbar dragging or colonic back- 
ache which is unrelieved by medicinal treatment or 
by the use of an abdominal elastic. 

(5) Dependent pathology. (a) appendicea: irri- 
tation, congestion or inflammation, (b) stricture or 
partial occlusion of the bowel or bile tract, (c) ad- 
hesions, (e) ptosis or ulcer of the stomach. 

Having established the anatomical, mechanical, 
physiological and pathological conditions, in which 
operation is indicated, a consideration of the surgical 
means for their correction becomes appropriate. I 
use the word “surgical” without limitation, as in 
my opinion there is practically no medical treatment 
for this lesion, and I am supported in this position 
by the eminent English neurologist, Suckling. 

In looking over the literature of this subject for 
operative technics for kidney fixation, I find their 
number to be legion, proof conclusive as to the ex- 
tensive variety of the pathology of this trouble. 
Credit can be given, however, for but three com- 
plete methods of operative technic: that of posterior 
nephropexy, originated by Hahn** in 1881; lateral 
nephropexy, originated in 1901 by Harris,™* and 
anterior nephropexy, devised by the writer’ in 1903. 
All other presentations are but modifications in 
technic of one or other or all of the above methods. 
It becomes necessary, therefore, to limit the de- 
scription of these various changes to the briefest 
consideration presenting a technical résumé which 
will array the facts as nearly accurately as possible 
in an attempt to establish a correct historical table 
of technic. 

Mesne in 1561 first described movable kidney. 

Riolan in 1682 recognized it as a “symptom-pro- 
ducing lesion.” 

Rayer in 1839 gave the first detailed account of 
its pathology. 

Martin, of Berlin, was the first to remove a kid- 
ney for dislocation. 

In 1874 Grinnell Dowell, of Galveston, attempted 
the first kidney fixation. He used a seton. It failed. 

Hahn, of Berlin, in 1881, was the next to try to 
fix a movable kidney. Through a lumbar incision 
he sewed the fatty capsule to the back and plugged 
the wound with gauze. (A feature utilized later by 
Senn to cause granular adhesion of the peritoneum 
to the fascia). To Hahn, therefore, belongs the 
credit of having originated the operation of “pos- 
terior nephropexy.” Following him came Kister, 
Esmarch and Delhaus. Weir did the first operation 
in America, in 1882; Newman, of Glasgow, the first 
in England, in 1882; and Bazy the first in France, 
in 1883. 
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Ferguson was the first to advocate an incision 
from the front and rear in an attempt to meet ana 
deal with the many pathological conditions requir- 
ing correction in an exaggerated pathology from 
dislocated kidney. 

Rosenberger was the first to act upon this: sug- 
‘gestion and fix the kidney through a large anterior 
median incision. 

Ferguson and McArthur were the first to pocket 
the kidney under the transverse fascia. 

Jonnesco, Kiister and Lobstein were among the 
first to parallel the twelfth rib with the initial incis- 
ion, a point which Ferguson,’* of Chicago, uses in 
his recent technic. 

Wolf and Lobstein first removed the entire cap- 
sule proper, as did Edebohls, who said, “These kid- 
neys have remained better fixed.” Edebohls also 
says that “To anchor only the lower half of the 
kidney invited failure.” This statement would tend 
to discredit the Goelet'® technic, also Bishop’s'* 
modification of the writer’s anterior technic for dis- 
located kidney, and in which he turns down the 
lower fourth of the anterior half of the capsule and 
sutures it with the peritoneum and its underlying 
fibers to the fascia, without attempting to support 
the upper pole of the kidney. 

Shoemaker was probably the first to buttonhole 
the fatty capsule of the kidney. This he did in an 
attempt to close the pocket in which the kidney 
wanders. This is almost identical with the operation 
of Longyear, who buttonholes the renal and fatty 
fascia, drawing through the opening thus made the 
subperitoneal connective tissue fibers (which he 
styles the Longyear ligament) and attaching them 
behind the lumbar fascia. Shoemaker then uses the 
Brodel suture in securing the body of the kidney. 

Reed,”° of Cincinnati, has modified the buttonhol- 
ing method of Longyear by snipping the fibers and 
suturing them to the wound. Reed’s modification of 
the Longyear operation would furnish an excellent 
technic if there were no dependent pathology to be 
corrected and if the so-called nephro-colic ligament 
were a fixed anatomical entity. Recognizing the im- 
portance of correcting attendant lesions in this trou- 
ble, Reed has recently utilized my method of an- 
terior nephropexy and has applied it with success.* 

Tuffier,?® Jacobson and Boecher first split the kid- 
ney capsule and turned the flaps back. Vulliet 
(quoted by Morris) used a strand of fascia from 
the erector spins muscle and sub-run the kidney 


“A résumé of case reports from various surgeons as to the final 
results secured in the application of anterior nephropexy (or rather 
Peritonopexy for dislocated kidney) is now under preparation by the 
writer and will be published later. 


capsule throughout a considerable portion of its 
length. 

Guyon, Hahn, Ceccheretti, Albarran, Bassini and 
others were the first to pass the suture around the 
lower rib. This idea is embodied in the recent oper- 
ation of Ferguson and has been carried a step fur- 
ther by Billington, who turns down one half of the 
capsule from the posterior surface and suspends the 
kidney from the twelfth rib by drawing the capsule 
through the eleventh intercostal space and suturing 
the deflected part to the kidney below the line of 
dissection. 

Newman, Lane, Edebohls and others sutured only 
the deflected flaps of kidney capsule to the fascia 
and muscular structures, thereby hanging the kidney 
by its capsule. 

Paoli and Duret first removed a piece of the 
twelfth rib and anchored the kidney to the remain- 
ing portion of the rib and to the soft parts which 
formerly composed its bed. 

Gardner and Melbourne placed two stitches 
through the fatty capsule and two kangaroo tendons 
through the kidney substance with the result that 
“movement was absolutely prohibited.” 

Albarran denudes the kidney, removes fat and 
passes double threads. The first thread goes 
through the upper pole and including the fascia and 
twelfth rib and coming out through the upper edge 
of the wound. The second passes through the lower 
pole and edge of the wound and includes the fascia 
and deep part of the muscular tissue. The third 
passes through both edges of the wound but is 
buried deep in the tissues. 

Morris, of London, performed the above opera- 
tion, but did not denude the kidney. He is partial 
to Vulliet’s and Tuffier’s methods, but has no single 
favorite, a point well worth remembering in oper- 
ating for dislocated kidney. Morris was the first to 
claim that denudation was unnecessary to secure 
union of the kidney to the fascia. Goelet, probably 
acting upon this suggestion, gave to the profession 
his operation, which consists of two Brédel sutures 
sub-running the capsule and placed, one at the cen- 
ter of the kidney and the other half way between 
the latter and the tip of the lower pole, and tied 
over a roll of gauze placed externally over the upper 
angle of the wound. The only difference in this 
method and the Brédel technic is that the base of the 
triangle formed by the sutures points downward in 
the latter, while in Goelet’s operation the sutures 
are directed with their bases upward. Morris lat- 
terly takes the ground that the kidney is better fixed 
when denudation is done and that no sutures are 
necessary in the latter method. This principle is 
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recognized and embodied in the technic as set forth 
by the writer. 

Bazy, 1899, places three sutures under the cap- 
sule and includes the twelfth rib, and ties. The cel- 
lular and fatty tissue are also sutured. This is 
probably the first recognition of the necessity for 
closing the pocket in which the kidney slips in order 
to successfully support a fallen kidney. 

Reed, of Columbus, acting upon the suggestion of 
Ferguson, held the kidney in position through a 
median abdominal incision which he inserted sus- 
taining sutures through the unincised lumbar region. 

Guyon was the first to remove the fat and fibrous 
capsule. 

Senn*? and Deaver suspended the kidney with 
gauze packing, causing elimination of the pocket by 
granulation. (Gauze packing for drainage was first 
used by Hahn.) This is rather a bunglesome, un- 
surgical method of securing closure of the pocket, 
much time being required for the process of healing. 

Edebohls fixes the kidney by four suspension 
sutures placed through the deflected capsule; thus 
suspending the kidney by the latter fragile mem- 
brane. (Tuffier, Jacobson and Boecher.) This op- 
eration is wrong in principle and would be equiva- 
lent to attempting to support the water at the upper 
end of the well instead of allowing it to rest in its 
natural bed at the bottom,.thus banking it from 
below. ‘The same applies to the support of a dis- 
located kidney. This principle is well brought out 
in the technic of the writer. 

Murphy (quoted by Edebohls) incises the capsule 
and makes a scroll of either flap, suturing the whole 
through the kidney substance to the fascia. 

Edebohls was the first to indicate the association 
of kidney ptosis and appendicitis and he performed 
the first lumbar appendicectomy and nephropexy, 
1895. Cartledge, of Louisville, has also employed 
this technic. 

In 1901, Harris,‘* combining the ideas of Ede- 
bohls of removing the appendix and fixing the kid- 
ney through the same incision, and elimination of 
the peritoneal pocket (Bazy), gave to the profes- 
sion a lateral lumbo-abdominal technic for the fixa- 
tion of the kidney. His incision extends from the 
head of the twelfth rib downward toward the appen- 
dix in the line of the fibers of the external oblique. 
After cleansing away the fat he sutures the renal 
fascia with the peritoneum to the lumbar fascia, 
working behind the lateral peritoneal fold. 

In 1905 I first published my technic for anterior 
transperitoneal kidney fixation. This technic is as 
follows: The initial incision extends from the ex- 
ternal border of the rectus to the mid-lateral lumbar 


line, one-half inch below the costal border. After 
dealing with complications, e. g., appendiceal lesions, 
bowel stricture or occlusion, adhesions, bile duct 
trouble, etc., the peritoneum in front of the kidney 
is incised and the kidney is delivered into the abdo- 
men. This incision is usually made from the upper 
right kidney pole to the lower left. The fat sur- 
rounding the kidney and the capsule of the latter, is 
now cleaned away, the renal fascia being preserved. 
The lumbar fascia behind the kidney and perito- 
neum are abraded with the nail. The kidney vessels 
and ureter are explored for kinks or other patholog- 
ical condition, as are also the duodenum, and bile 
ducts, the latter up to its union with the bowel. The 
peritoneal incision is then closed (catgut or small 
silk) and the kidney is placed in an easy position 
with the upper pole leaning slightly toward the spine 
and the lower pole slightly downward and outward, 
and the peritoneum is sutured to the denuded lum- 
bar fascia throughout its plane of separation. If it 
is sufficiently lax to permit it the peritoneum is im- 
bricated at the lower pole of the kidney during the 
process of suturing. The raw surface thus pro- 
duced insures prompt union of the subperitoneal 
fibers and posterior surface of the kidney to the 
fascia, with union of the anterior surface of the 
kidney to the post-peritoneal fibers, thus insuring a 
“sheet-like” support to the anterior and posterior 
surfaces of the kidney and furnishing a shelf-like 
support to the lower pole of the latter organ. 

This procedure provides a deeper renal fossa, 
thereby eliminating the anatomical deficiency as 
claimed by Landau, Sulzer, Kuester, Becker and 
Lenhoff and Harris (the last four quoted by Harris), 
without the necessity of the unsurgical procedure 
resorted to by Ferguson of dissecting the lumbar 
fascia and suturing it to the lower pole of the kid- 
ney. It also gives excellent opportunity of correct- 
ing the dependent pathology as heretofore tabulated 
by me’ and mentioned by Edebohls, Morris, Litten, 
1880, Reidel, Tilmans, 1887, Gallant, Von Tischen- 
dorf, Lane, Holmes, Cordier, Rebold and Lejans 
and Walker and Wendel, the latter being the first 
to dissect the kidney from the colon and fix it. Tuf- 
fier, Morris, Paule and others had cases of a similar 
nature, as did Edebohls, who remarked “that the 
near future may bring us a nephropexy by which we 
will be able to apply such surgery to the gall tracts 
as is necessary to correct these complications.” This 
suggestion has been met and fully dealt with by the 
anterior technic of the writer. This technic not only 
eliminates the pocket in which the kidney slips but 
affords support to the latter organ from below, a 
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point which was formerly shown by the writer to 
be necessary to the success of these cases. 

Leroque, Richmond, Va., uses one U-shaped bré- 
del suture and denudes, merely a combination of the 
ideas of Brédel, Goelet and Bruce Clark. 

Noble,?* Philadelphia, 1900, fixes fat capsule ana 
kidney substance by buried silk-worm gut sutures. 

The simplest form of nephropexy is that devised 
by Bruce Clark,?* who denudes slightly and fixes the 
kidnev by silk sutures placed through the capsule 
and kidney substance. 

Morris® first turned a flap of kidney capsule out- 
ward and sutured it to a slit in the psoas muscle. 

Tuffier’® did the first partial decortication in 1889, 
in order to get union of the fascia and parenchyma. 
There are many modifications of this procedure but 
all have the same purpose in view. He stripped fat 
and capsule from the convex border of the kidney 
and sutured it into the wound. The first suture was 
fixed through the periosteum of the rib and the next 
two through the fascia and muscular tissues. 

Jacobson was the first to employ the incision par- 
allel to and below the twelfth rib. The capsule was 
then incised along the convex border of the kidney 
and the organ pocketed in the wound with twenty 
sutures. This method is almost identical with the 
new technic recently exploited by Ferguson. 

The method of Lane has ingenuity. He strips the 
kidney from fat, fascia and connective tissue and 
incises the capsule in ten triangles with their bases 
turned inwards. He twists each of these apices of 
capsule triangles into a ligamentous cord and draws 
them through small incisions in the fascia. 

Newman?® has a method similar to that of Lane. 
Through a vertical incision he strips the capsule for 
a third of an inch and sutures. He inserts a drain- 
age tube for the purpose of producing granular 
adhesions. (Senn.) 

Jonnesco, 1897, strips the capsule from the outer 
surface and for about half an inch and sutures to 
the periosteum of the eleventh and twelfth ribs, 
using silver wire. 

In his original method Hahn sutured through the 
fatty capsule and the fibrous capsule proper, one 
suture having been placed on the mid-convex border 
and one each on the posterior and anterior surfaces. 

Goelet,1® as stated, cleanses fat and fascia from 
the kidney and inserts two Brédel sutures sub-run- 
ning the fibrous capsule only, and ties them over a 
roll of gauze externally in the upper part of the 
wound. Sometimes he packs the lower end of the 
wound with gauze as done by Hahn, Jaboulay and 
Senn. He says that “fixation of the kidney lower 
than normal is worse than mobilitv” and that “this 


is what produces the great percentage of failures.” 
(Herein, although advocating it, he probably unwit- 
tingly recognizes the cause of the great number of 
failures in posterior nephropexy, thereby empha- 
sizing the inefficiency of its combined technic.) 
Morris® also supports this statement, which is m 
direct opposition to the claim of Harris" that “the 
kidney should not be placed too high as it is liable 
to cause great pain and suffering,” he having seen 
two cases which had been operated for dislocated 
kidney, and which, on account of the high fixation 
required reoperation. If Goelet had said that fixa- 
ation without correction of the dependent pathology 
is worse than mobility, his statement, in view of 
present day findings, would have been strictly true. 

The writer takes the following ground concerning 


Illustration Showing How a Slight Dislocation of the Left Kidney 
May Occlude the Ureter and Lead to Violent Attacks of Dietl’s 
Crises and Even Far Greater Pathology When Allowed to 
Recur for Years Undiagnosed and Unsuccessfully 
Treated. 


the placing of a dislocated kidney: Place the organ 
well up into the lumbar region behind the liver if 
it can be demonstrated that the latter organ ylides 
down over the kidney during inspiration, as the 
normal anatomical position of the kidney in many 
subjects is behind the liver. In those subjects in 
which the renal fossa can be demonstrated on the 
under surface of the liver, the fixation should be 
downward out of the way of the superimposed pres- 
sure of the liver. In the latter class of cases great 
caution should be exercised as to the dependency of 
the ureter. Jf necessary to produce free drainage 
from the kidney pelvis, the peritoneum below the 
ureter may be gently separated irom the lumbar 
fascia with the finger so that there may be no possi- 
bility of obstruction to the outflow of the urine. 
This point was suggested by the accompanying illus- 
tration of Suckling. 

Morris,** of New York, sub-runs the capsule with 
a Brédel suture, up and down the convex border on 
both sides and ties to any substantial structure in 
reach. The fat is removed, the capsule is split along 
the dorsum to aid adhesion and relieve congestion, 
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and then gauze packing is inserted (Senn). Morris 
asks, “What does this operation accomplish?’ and 
he answers, “It hangs up the kidney.” [I empha- 
size the word “hangs” and suggest that this is pre- 
cisely what we do not want to do.] We wish to “fix” 
the kidney by replacing firmly its supporting struc- 
tures. The gauze first drains (Hahn) and then 
causes obliteration of the retro-peritoneal pouch by 
causing granular adhesions (Senn). In order to 
convict Morris’ technic of its shortcomings he 
should also have asked, Does it correct the depend- 
ent pathology ? 

Ferguson incises an inch below and parallel to the 
twelfth rib (an incision first employed by Jacobson), 
the twelfth nerve being guarded from injury; the 
kidney is brought down and the surrounding fat is 
stripped and pushed below the kidney. This point 
of the technic is open to criticism, for if there be 
any considerable quantity of fat it will intrude upon 
the lumen of the bowel when thus placed. “Reform 
bed of kidney if obliterated by separating the ad- 
hesions of the liver and diaphragm.” “Split capsule 
along convex border and peel from parenchyma and 
insert two chromicized catgut sutures through each 
flap of the capsule.” “Pass upper sutures from in 
out over twelfth rib and the lower ones through the 
upper angle of the wound; the upper sutures being 
sometimes fastened to the diaphragm.” “Dissect a 
flap of fascia from the quadratus lumborum muscle 
in order to deepen the renal fossa and sew it to the 
anterior surface of the kidney.” “Place a cigarette 
drain in the wound.” (Ferguson in J. A. M. A., 
August 15, 1908.) 

The similarity of this operation to Jacobson’s is 
elsewhere indicated. 

Bishop,’ of Manchester, employs my technic mod- 
ified in two details. (1) He turns down the lower 
one-fourth of the anterior capsule of the kidney and 
sutures through it the peritoneum with its underly- 
ing connective tissue fibers and renal fascia to the 
lumbar fascia. 2. He puts the returning sutures 
clear through the muscular wall of the back and ties 
them beneath the subcutaneous fat. In this opera- 
tion only one-fourth of the anterior surface is de- 
nuded. He reports a number of successful cases 
thus operated upon. 

Bell, of Plymouth, New Hampshire, states that 
the right kidney is found movable fifteen times more 
frequently than the left. This is in direct contra- 
diction to the statement of Reed, of Cincinnati, who 
claims the left to be more often movable. Bell sup- 
ports his claim by citing a number of cases operated 
upon. I take the ground that the left kidney is at 


fault many more times than has been suspected in 


the past, but not, however, as frequently as is the 
right. Dislocated left kidney is more often over- 
looked on account of the scant gross dependent 
pathology usually produced by a dislocated left kid- 
ney. On account of the latter, its effects upon the 
nervous system are more insidious and therefore 
more dangerous. These effects are caused by the 
retention of urinary excrement, produced by the 
pressure of the lower pole of the kidney against the 
ureter, thereby occluding its lumen. These cases 
are diagnosed by the use of the Luys separator ; the 
amount of solid matter in the urine being measured 
and compared to that of the average. Suckling of 
Birmingham, and Roux, of Lusanne, have demon- 
strated the above point, which is brought out in the 
accompanying illustration, after Suckling. 

Reide!® says that “the smallest kink in the bowel 
or the slightest adhesion of the latter is capable of 
producing the most troublesome symptoms.” This 
statement is absolutely true, the writer having been 
able to verify it in his own operative cases and in 
those of others. 

Billington,’ in an excellent article upon this sub- 
ject, describes the following technic: The upper 
half of the fibrous capsule covering the posterior 
surface of the kidney is dissected and pulled down 
through an opening in the eleventh intercostal space 
just behind the head of the twelfth rib, and sutured 
to the kidney below the line of dissection, thus form- 
ing a sling-like suspension of the organ. Sutures 
(Brédel) are now placed beneath the capsule and 
tied over rolls of gauze at the upper part of the in- 
cision externally (Goelet). 

In sifting the literature.upon this subject I have 
found that there is such a conflict of statements and 
claims to originality for the various operative meas- 
ures that it has been necessary in several instances 
for me to depend upon the burden of evidence in 
determining the rights of priority. Much of the 
early biography has been omitted in the appended 
table for the reason that these efforts are a matter 
of medical history and therefore the common prop- 
erty of all. 

I believe that in view of the pathological findings 
I have presented to the profession on former occa- 
sions, and in view of the fact that they have been 
duly supported by the experience of the workers in 
this field of the past thirty years, the application of 
these operations can be best left to the judgment of 
the individual surgeon. The one operation which 
will reach all cases I believe to be the anterior tech- 
nic I have presented. It will apply in complicated 
and uncomplicated cases and in emergencies of all 
kinds. This operation is now being applied by 


October, 1909. 


HARLAN—DISLOCATED KIDNEY. 329 


JOURNAL OF SURGERY. 


several of our best known surgeons at home and 
abroad. For patients who do not present symptoms 
of irritation of the peritoneum, I believe the opera- 
tion of Harris would be effective. The case reports 
of Harris corroborate this belief. 

In closing the writer wishes to emphasize some 
important points to be borne in mind while operat- 
ing to relieve the symptoms produced by dislocated 
kidney : 

Do not attempt to “hang” the weight over the 
“hole” by suspension of the kidney by its capsule 
or fragments thereof. Never “fix” the kidney 
through a lumbar incision, working as you must do 
in the dark without being able to discover adhesions, 
kinks, etc. Never resort to the unsurgical pro- 
cedures of removing a portion of the rib; suturing a 
flap of the capsule over or to the rib; dissecting off 
a piece of the lumbar fascia to deepen the renal 
fossa; placing deep sutures or any sutures at all 
through the kidney substance or its capsule; trying 
to produce granular adhesions of the peritoneum to 
the fascia by packing with gauze; or placing sutures 
and confining the attachment to the lower pole, 
allowing the kidney to tilt forward and be crushed 
into that position by the superimposed weight of the 
liver. Last—-Operate from a point of entrance by 
which you may be assured of meeting and dealing 
with all complications by the combined experience 
of touch and sight. 

The writer wishes to acknowledge his indebted- 
ness to the early works of Edebohls, Morris, of 
London, and Harris, and to the more recent excel- 
lent work of Suckling, of Birmingham, England, 
Roux, of Lusanne, Stuart Tidey, of Montreux, and 
Atkins, of Cork; and to William Billington, oi Bir- 
mingham, for valuable suggestions, facts and veri- 
fications, received largely through personal cor- 
respondence. 

I venture the prediction that in the near future 
all posterior operative procedures and all operations 
intending to “fix” the kidney will become obsolete, 
and only those measures will be applied which re- 
lieve and replace an obstructed ureter, eliminate the 
pocket and support the kidney at its lower pole, 
while making sufficient correction of a disabled peri- 
toneum to prevent either the upper or lower poles 
of the kidney from protruding into the peritoneum 
or bowel. 

CorNER S1xTH AND STREETS. 
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Gastric ULCER. 

The size of the ulcer, the depth to which it has 
penetrated, the duration of the disease, the part 
of the stomach wall affected and the ability of the 
patient to withstand pain, are determining factors 
in the value of pain as a diagnostic feature in gas- 
tric ulcer—W. D. Haines in The Loncet-Clinic. 
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NEW YORK CITY, 


The first operation undertaken upon the kidneys 
with the deliberate purpose of bringing about a cure 
of chronic Bright’s disease was performed by Dr. 
George M. Edebohls, on January 10, 1898. This 
operation consisted in extensive decapsulation, fol- 
lowed by fixation of both kidneys. 

The patient, a girl of twenty, was suffering from 
_ loose kidneys and a chronic nephritis. Frequent 
subsequent examinations of the urine following 
the operation indicated that the nephritis had dis- 
appeared. This case, together with a report of five 
preceding cases, was published in the Medical News, 
April 22, 1899. 

A great deal of discussion was aroused some 
years ago, as to the first surgeon to perform the 
operation for the relief of chronic nephritis. I 
firmly believe that there is existing proof of Ede- 
bohl’s claim in the Rose case, and that Gibbons 
has proven without question in his article in the 
New York Medical Journal, in 1903, Edebohls’ 
claim to priority over Ferguson’s. Therefore, the 
credit must be given to our departed friend and 
colleague, Dr. George M. Edebohls, for first direct- 
ing the attention of the profession to the treatment 
of Bright’s disease by surgical intervention. 

Dr. Edebohls conceived the idea of operating 
upon cases of chronic Bright’s disease, from obser- 
vations of the improvement of the urinary condi- 
tion in cases upon which he operated for movable 
kidneys. 

The first authentic record of a case that I was 
able to find was by Reginald Harrison, who in 1878, 
performed decapsulation upon three cases to re- 
lieve intracapsular pressure. I am unable to find 
what caused him to believe there was any intra- 
capsular pressure, or what was the result of his op- 
eration. 

In 1881 LeDruba split the capsule of the kidney 
to allow expansion; the reasons for which, or the 
results, I am unable to find. 

So we go on until Harrison in the London Lancet 
in 1896 published the report of three patients suf- 
fering from nephritis and hematuria, where the 
kidney was cut down upon in the expectation of 
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finding a renal calculus or pyelitis. No obvious 
cause for the symptoms was discovered, but the 
pain, hematuria, and the albuminuria disappeared 
after the nephrotomy and the patients completely 
recovered. Harrison attributes the success of the 
operation to the relief of tension, accompanying 
the inflammation of the kidney, which followed the 
division of the kidney. 

Israel (Chir. Klin. der Urinen Krankh., Berlin, 
1899), also reports nephrotomies in 14 cases of 
unilateral hematuria and nephralgia, which were 
supposed to be due to calculus but were in reality 
cases of chronic Bright’s disease. Two of these 
patients died of severe double nephritis, and six 
completely recovered. In three cases the symptoms 
recurred at intervals, and in two, the operation was 
a failure. 

Israel disclaims any intention of curing chronic 
Bright’s disease by operation, in general, and re- 
gards nephrotomy as indicated only in cases of 
hematuria and nephralgia where the symptoms be- 
comez severe and medically uncontrollable. He be- 
lieves that the relief of the symptoms is due to a 
lessening of the intrarenal pressure within an un- 
yielding capsule, which interferes with or suppresses 
blood circulation and urinary excretions. He ac- 
counts for the disappearance of all the symptoms 
when only one kidney has been operated upon, by 
assuming that the disease is confined to one kidney 
and that the other is healthy. He calls attention to 
the well-known fact that a tissue which is the seat 
of a chronic inflammation usually takes on healthy 
action when the diseased structures are split, and 
he believes that after nephrotomy new venous chan- 
nels form between the kidney and the surrounding 
tissues ; in this way relieving congestion and lessen- 
ing the intracapsular pressure. 

Pousson discusses cases of chronic Bright’s dis- 
ease where nephrotomy was done by himself and 
others, with favorable results. He explains the 
favorable outcome obtained by assuming that the 
nephrotomy relieves the pressure and permits the 
excreting cells of the kidney which are still undam- 
aged to resume their functions. He, however, is 
of the opinion that nephrotomy should only be done 
in desperate cases of uremia, where the usual medi- 
cal treatmerit has been tried without success. 

In England, Germany and France, surgical meas- 
ures were adopted for the relief of pain and the 
presence of blood in the urine which did not come 
from the lower urinary tract and in severe cases 
of uremia, while Edebohls decapsulated the kidney 
instead. He believed that by decapsulation he re- 
moved the impervious capsule of the kidney and 
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established a vascular connection between the blood 
supply of the kidney and the blood. supply of the 
surrounding tissues. Edebohls believed that the 
increased blood supply leads to an absorption of the 
interstitial or inter-tubular exudates, freeing the 
tubules from compression and promoting a rees- 
tablishment of the normal circulation, with regen- 
eration of the epithelium capable of carrying on the 
excretory function. 

An enormous amount of work has been done and 
volumes have been written upon the cure of chronic 
Bright’s disease by surgical intervention, but I shall 
not go into this with much detail. When we read 
the glowing reports of Edebohls, Ferguson, Lloyd, 
Gibbons and others it makes us feel that at last we 
have arrived at the time when the hopeless condi- 
tions that were the result of chronic Bright's dis- 
ease, will be no more. But when we make further 
investigation of these results, the outlook does not 
appear as brilliantly hopeful. 

Let us take first decapsulation of the kidney and 
its reported results. It is claimed by some of the 
writers that when the capsule is removed the kid- 
ney is permitted to expand, thereby relieving the 
pressure on the kidney tissue itself, causing a 
greater amount of blood to circulate through the 
diseased organ, and as a result causing a much im- 
proved functional activity. 

In a recent article in the Journal of the American 
Medical Association, Edebohls stated: “I have never 
found in any of my operations for chronic Bright’s 
disease the capsule tightly stretched and compress- 
ing the kidney; generally it fits the kidney loosely 
and sometimes the kidney even appears to be some- 
what shriveled or contracted within the loosely fit- 
ting capsule.” 

Even in far advanced chronic Bright’s disease 
with greatly thickened capsule, the reduction in size 
of the kidney appears to be due rather to contrac- 
tion of the new fibrous interstitial tissue of the kid- 
ney itself than to compression of the capsule. 

It is a well established fact that a new capsule is 
formed after decapsulation. In some cases it is 
thinner than the original, but in many it is thicker. 
We have only to read the observations of Van Cott 
and Murray, Johnson and many others, and indeed, 
Edebohls himself, who has in many cases decapsu- 
lated twice and in one instance three times the same 
kidney, to find proof of these statements. If then, 
we find there is no compression of the kidney tissue 
from the capsule, and that another one perhaps 
thicker than the original will form, wherein lies the 
rationale of decapsulation ? 

Dr. A. J. Ochsner says in the Annals of Surgery, 


1904: “We must look upon cases of nephritis as 
forming two distinct classes which have nothing to 
do with each other, so far as the disease itself is con- 
cerned, with the exception of certain symptoms. 
In one case we have the healthy kidneys, one of 
which has been injured mechanically, and this in- 
jury having been corrected by fixation and decapsu- 
lation, the kidney itself contained the elements which 
were necessary for its recovery.” He is of the 
opinion that mechanical injury causing signs of 
nephritis in these cases, was the obstruction to the 
flow of blood into the kidney, which was immediate- 
ly relieved when the displacement. was corrected, 
thereby causing a disappearance of the symptoms. 
In the other class, with systemic causes, the condi- 
tions were entirely different. In these cases ten- 
sion upon the substance of the kidney was due to 
the edematous state of the tissuec, and after re- 
lieving the tension by decapsulation it was easy to 
see how such a kidney would resume its function to 
a certain degree. 

Pel, Jabulay and others, are of the opinion that 
the good results claimed for decapsulation are due, 
not. to fixation or decapsulation, but to the reaction 
upon the sympathetic ganglion caused by the maul- 
ing of the kidney. This is a thought not to be lost 
sight of, when we consider that the nerve supply of 
the kidney, though small, is very extensive. coming 
as it does from the renal plexus, which is formed by 
branches from the solar plexus, the lower and outer 
part of the semi-lunar ganglion and aortic plexuses 
and the lesser splanchnic nerve. We have still an- 
other theory of the favorable influence upon 
Bright’s disease by decapsulation and fixation as 
advocated by Dr. Josef Sephonger, of Bregenz; he 
attributes the good results in a measure to his opera- 
tion in which he makes a flap in the quadratus lum- 
borum muscle anchoring the kidney to it and then 
covering it over with the internal oblique. He 
claims for this method that it maintains a contin- 
uous massage of the kidney. 

Now let us consider the theory that a new vascu- 
lar connection is formed between the kidney and 
the surrounding tissues. We have the experiments 
of Muller, Reis, Johnson, Wetzel and others, who 
have found that new vascular connections between 
the kidneys and the surrounding tissues are not es- 
tablished. Reis has had 600 carefully conducted 
microscopic examinations made of the kidneys after 
decapsulation and in but one solitary instance did 
he find any anastomosis, and that in a band of cica- 
tricial tissue. Those who have practiced decapsul- 


ation of the kidney know how little hemorrhage oc- 
curs. and know also that adhesions between the peri- 
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renal fat and the capsule of the kidney may be sev- 
ered with almost no loss of blood. 

Let us consider for a moment, what is Bright’s 
disease? We know that the beginning of all cases 
of Bright’s disease is not in the tissues of the kidney 
proper, but in the bloodvessels. The glomeruli are 
lined with epithelium in which the watery portion 
of the urine is extracted from the blood, and in the 
convoluted tubules the solids are extracted. The 
afferent vessel leads into the glomerulus and it is 
here we find the beginning of the disease. Prima- 
rily there is a gradual diminution of the blood sup- 
ply, owing to a sclerosis of the vessels, and if the 
sclerosis be progressive, complete arrest of the blood 
supply of the functionating portion of the kidney 
occurs, which eventually ends in death. The first 
condition which presents itself is the degeneration 
of the cellular elements of the organ and next the 
over-production of connective tissue. 

It seems to me that since the composition of the 
blood is in no way discoverably changed, it is im- 
probable that protracted relief can be effected by 
renal decapsulation, since the persistence of the 
toxic elements in the blood must continue to dam- 
age the kidney tissue, even though one may be able 
to accomplish an anastomosis. 

My own experience with the surgical treatment 
of chronic Bright’s disease is in accord with the 
views I have stated. Since being asked to present 
this paper, I have made inquiries at all the leading 
hospitals of this city comprehending the views en- 
tertained on the surgical treatment of chronic 
Bright’s disease. I was informed, in all but one in- 
stance, that the physicians questioned did not take a 
favorable view of the surgical treatment of this 
affliction. They thought a case that would respond 
to surgical intervention would also be amenable to 
properly directed medical treatment. 

I do not mean to imply that there are no cases of 
nephritis in which surgical interference is justifiable, 
where medical treatment has failed. In any case 
in which we have reason to believe that the toxic 
element in the blood is a transient ingredient, such 
as uremia, anuria, occurring in acute nephritis, scar- 
latinal nephritis and others, I firmly believe that af- 
ter medical aid has failed, surgical attack should be 
made. ‘These cases are not benefited by decapsula- 
tion, however, but by a nephrotomy, which lays open 
the kidney, provoking excessive bleeding and there- 
by giving an avenue of escape to the toxic substance 
which has overwhelmed the patient. 

I have in mind relative to this belief, two cases— 
one of uremia following a normal delivery, where 
there was complete anuria. After medicinal treat- 


ment had proven ineffectual, I was asked to see her. 
I told the physician in charge that I thought cutting 
down upon the kidney might be of service, if he 
would take the chance of failure. With his consent 
the operation was performed without anesthesia, 
the patient being in coma; the kidneys were split 
from pole to pole, causing thereby a great deal of 
bleeding; they were sewn loosely with, catgut, a 
drain was placed in both and the patient was put 
back to bed. She was stimulated with nitroglycer- 
ine in large doses and, after a struggle lasting four 
hours, the odor of urine was found upon the drain 
from the right kidney, the left showing no signs of 
urine until three hours later. After a very trying 
experience she finally left the hospital with her urine 
almost normal. 

The second case, that of a male adult, was one of 
complete anuria following a burn; after admission 
to the hospital he was catheterized and twelve 
ounces of urine were drawn from the bladder. No 
urine was voided after that, and twelve hours later, 
when a catheter was inserted no urine was found in 
the bladder. He was operated upon that day—the 
operation consisting in splitting the kidneys and 
treating them as above described, except that no 
drainage was employed. Eight hours after the op- 
eration, six ounces of urine were found in his blad- 
der; he died two hours later, thereby depriving us 
of an opportunity for further observation. 

Another case that I have in mind is that of a man 
brought to the hospital after having been struck by 
a trolley car, in the region of his left kidney. A 
diagnosis of ruptured kidney was made the next 
day. On section the left kidney and ureter were 
found torn; the kidney was of the large white va- 
riety. I was undecided whether to remove it or 
not. It seemed fair to assume that the other kidney 
was also diseased, and so I decided to leave it in af- 
ter repairing it with sutures. The patient made an 
uneventful recovery. At a later date he told -me 
he had been refused a life insurance policy on ac- 
count of having albumin in his urine. When I last 
saw him the urine had cleared up entirely and he 
has since been accepted as a risk by a large insur- 
ance company. I am forced to attribute the im- 
provement to the effect of the accident, which was 
practically a nephrotomy. 

I do not think that any surgical treatment can do 
good in chronic Bright’s disease, but as I have said 
before, in cases of uremia, anuria, or any acute at- 
tack of poisoning consequent to arrest of kidney 
function, we can help by surgical interference, to be 
used only after medical aid has failed. 

If surgery is to be employed nephrotomy is the 
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operation of choice. I think this is the opinion of y 


most of the surgeons in this and other cities to-day. 
It is my belief that decapsulation of the kidney in 
chronic Bright’s disease is far from being a logical 
procedure. 
224 WEsT 79TH STREET. 
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NEW YORK. 

The experiments of Ewald on the semicircular 
canals of pigeons have paved the way to our pres- 
ent knowledge of the functions of the semicircular 
canal system. Since then many observers have de- 
voted their attention to the development of practical 
tests for determining whether this system is in a 
physiological or pathological condition. The evolu- 
tion of the tests to be described is mainly due to the 
researches of Barony, Neumann, Bondy and Alex- 
ander of the Vienna Clinic, (which clinic I had the 
pleasure of visiting last summer). 

These tests are dependent upon the fact that 
stimulation of the semicircular canals produces 
nystagmus. The nystagmus so produced is called 
vestibular nystagmus, and it has two distinguishing 
features from other nystagmus. These are 
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(a) The movement of the eyeballs has a slow and 
a quick component, that is they move either quickly 
to the right and slowly back, or quickly to the left 
and slowly back. The direction of the quick com- 
ponent determines the name of the nystagmus, 4. ¢., 
a quick movement to the right and slowly back is 
called nystagmus to the right, and vice versa. 

(b} The nystagmus is always increased on look- 
ing in the direction of the quick component, and 
diminished or stopped on looking in the direction of 
the slow component. 

The stimulation of the semicircular canals is 
produced in one of three ways: 

(1) By placing the patient on a revolving chair 
and turning him ten times either to the right or to 
the left. 

(2) By syringing a slow stream of hot or cold 
water into the ear. 

(3) By making compression or rarefaction of 
the air in the external auditory canal. 


ANTERIOR. VERTICAL 
SEMICIRCULAR 
CANALS NORIZONTAL 
SEMICHRELLAR 
CANALS 


PosTERIORN 
VERTICAL 


WinDow 
E 
VESTIBUL 


COCHLEA 
Figure 1. The Complete Bone Structure of the Internal Ear. 

If we briefly review the anatomy of the internal 
ear we find that it is composed of three intercom- 
municating bone cavities (see Figure 1 and 2), the 
cochlea lying anteriorly, the semicircular canals ly- 
ing posteriorly, and between the two, the vestibule. 
The middle ear communicates directly with the 
vestibule through the oval window in which window 
is situated the foot-plate of the stapes. 

The three bone cavities have obtained within 
them a membranous sac (see Fig. 3), which is a 
smaller reproduction of the bony cavities. Within 
the membranous sac is a fluid known as the endo- 
lymph and outside the sac, between it and the bony 
walls, is a fluid known as the perilymph. Within 
the portion of the membranous sac contained in the 
cochlea are the end organs of the nerve of the spe- 
cial sense of hearing, 3. ¢., the cochleal portion of 
the auditory nerve. Within the portion of sac con- 
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tained in the vestibule and semicircular canals are 
the end organs of the vestibular portion of the 
auditory nerve. 

If we trace the origin of the eighth or auditory 
nerve we find that it arises from three roots situ- 
ated in the medulla, that in reality it consists of 
two nerves. One, the cochileal portion, arises from 
the accessory nucleus and goes to the cochlea. This 
is the nerve of the special sense of hearing. The 
other, the vestibular portion arises from the chief 
nucleus and Deiter’s nucleus and goes to the vesti- 
bule and semicircular canals. Its end organs are 
distributed as hair cells in the utricle and saccule 
of the vestibule and in the ampullz of the semi- 
circular canals. They are arranged as foliows: In 
the utricle the hair cells project into a jelly-like 
mass which contains crystals of oxalate of lime 
called otoliths. In the saccule the hair cells also 
project into the same sort of a gelatinous mass, but 
placed at a right angle to that in the utricle as the 
head moves in various directions, these gelatinous 
masses pull in the hair cells and produce a stimula- 
tion by which we know our position in space. 

The semicircular canals are three in number, two 
vertical and one horizontal. They are better named 
in German the anterior vertical (our superior), 
posterior vertical (our posterior) and the horizon- 
tal. Each canal has one dilated extremity known as 
the ampulla. Within the ampullz, the end organs 
of the vestibular nerve are distributed as hair cells 
upon which rests a homogeneous mass known as the 


cupulla. 
The central portion of the vestibular nerve, 
i. v., Deiter’s nucleus, radiates fibers to the nucleus 


of the motor nerves of the muscles of the eye on 
both sides and to the motor neurones of the spina! 
cord on both sides. Through the former, nystag- 
mus is brought about and through the latter disturb- 
ance in gait. 

Ewald, in experimenting on pigeons, proved that 
a movement of the endolymph toward the ampulla 
of the right horizontal canal causes horizontal nys- 
tagmus to the right and a movement away from the 
ampulla caused horizontal nystagmus to the left. 
So, the movement of the fluid in the semicircular 
masses in the ampulle excites a stimulus which 
canals toward or away from the homogeneous 
passes via the vestibular ganglion and vestibular 
nerve to Deiter’s nucleus and from there is trans- 
mitted to the eye muscle nuclei and to the motor 
neurones of the spinal cord. 

Methods of Producing Nystagmus.—As already 
stated one method of stimulating the semicircular 
canals is by turning the patient on a revolving chair. 


The patient is placed in a revolving chair with an 
upright bar at the back to facilitate turning. He is 
then turned either to the right or to the left, that is, 
to the direction of right about face or left about face, 
ten times (in about 20 seconds). Smoked glasses 
are worn during the turning to prevent the patient 
from fixing his gaze upon any object. This tests 
the horizontal semicircular canals because the fluid 
contained in them is the only fluid parallel with the 
plane of the floor. If they are normal, we should 
get, after ten turnings, a nystagmus lasting at least 
twenty seconds. If the patient is turned to the 
right he should have a nystagmus to the left lasting 
at least twenty seconds, and this tests the left hori- 
zontal semicircular canal. If turned to the left we 
test the right horizontal semicircular canal in the 
same manner. 


The explanation of this phenomenon is as fol- 
ANTERIOR VERTICAL HORIZONTAL 

VESTIBULE 

CAMAL 


COCHLEA 
Figure 2. Section Through Figure 1. 


lows: If we remember that the ampulle of the 
horizontal semicircular canals lie externally and the 
convexity of the canals internally we can under- 
stand that when a patient is turned to the right the 
fluid in the right horizontal canal is forced toward 
the ampulla and in the left canal it is forced away 
from the ampulla, i. ¢., toward the convexity. This 
motion of the endolymph produces normally a nys- 
tagmus to the right during turning. As soon as the 
turning is stopped, however, the motion of the fluid 
is reversed and the endolymph now moves away 
from the ampulla in the right horizontal canal and 
toward the ampulla in the left horizontal canal. This 
produces normally (remembering Ewald’s experi- 
ment) a nystagmus to the left, which should last 
at least twenty seconds. 

If the nystagmus lasts less than twenty seconds 
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it shows a diseased condition of the left horizontal 
canal. By rotating to the left the right horizontal 
canal is tested in the same manner. By inclining 
the head forward 90° we bring the anterior vertical 
canal on a plane parallel with the floor and on turn- 
ing the patient in this position we induce a rotatory 
nystagmus. By bending the head backward go° we 
bring the posterior vertical canal on a plane parallel 
with the floor and on turning in this position we in- 
duce a rotatory nystagmus and in this manner we 
test the vertical canals. The rule of after nystag- 
mus is that it is to the side opposite to that toward 
which the patient is turned. 

The Caloric Test—lIt has been found that if a 
small steady stream of cold water is injected into 
the right ear, for instance, we should normally get a 
horizontal and rotatory nystagmus to the opposite, 
that is, to the left side. If we syringe warm water 

AMPULLAE OF 


4 1OR VERTICAL 
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Cawarin UTRICLE SACCUS VERTICAL CANAb, 
REUNIENS ENDOLYMPHATICUS 


Figure 3. Membranous Structure of the Internal Ear. 


(above body temperature) we should normally get 
a rotatory nystagmus to the same side, i. e., the 
right side. 

The explanation of this phenomenon is that the 
labyrinthine endolymph is likened to a bow! contain- 
ing fluid at a temperature of 98.6° F. If a stream 
of cold water is played on the outside of the bowl 
there will be a cooling at first of the outer layer of 
contained fluid and this will fall, thereby a circula- 
tion is set up which in turn stimulates the hair cells 
at the ampulla and consequently induces the nystag- 
mus. These results take place whether the tym- 
panic membrane is intact or not. 

This test determines absolutely the presence or 
absence of a functionating vestibular apparatus. 

Test by Compression or Rarefaction of Air in 
the External Auditory Canal. (Fistula test.)—If 


there exists a fistulous opening of the bony laby- 
rinth from caries or necrosis of bone extending to 
and not involving the membranous semicircular 
canal we can readily understand that if air pressure 
is made along the tract we make pressure directly 
on the membranous portion of the semicircular 
canal involved and consequently a disturbance of 
the contained endolymph resulting in nystagmus. 
So, if on pressure of the air in the external canal 
we provoke well marked nystagmus we may diag- 
nose a fistula leading to the membranous semicircu- 
lar canal. The combination which most definitely 
establishes the presence of a fistula is an absence of 
reaction to the caloric test and a positive reaction to 
the air pressure test. The direction of the nystag- 
mus produced by this test is variable, but is most 
often toward the affected side. 


Intracranial Involvement of the Vestibular Nerve. 
—Pressure on the vestibular nerve or nucleus with- 
in the cranium produces nystagmus to the side in- 
volved. If, for instance, we have to deal with 
a chronic suppuration of the right ear, which gives 
no reaction to the tests, while the left ear responds 
normally, and there is present a spontaneous nys- 
tagmus to the right, we infer an intracranial lesion. 
either post-basilar meningitis or cerebellar abscess. 
Because spontaneous nystagmus to the right is due 
to irritation of the right vestibular nerve and the 
irritability of the semicircular canals being gone, the 
lesion must be intracranial. A further differentia- 
tion lies in the fact that the nystagmus produced 
by pathological irritation in the semicircular canals, 
lessens in intensity as time goes on, whereas if the 
irritation is intracranial the nystagmus continues to 
increase. If the middle ear is normal and we have 
an absence of reaction to the tests, with spontane- 
ous nystagmus to that side we can diagnose a tumor 
causing pressure on the vestibular nerve or nucleus. 
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NEW YORK. 

My reason for selecting this subject is that I 
believe that many physicians fail to recognize cer- 
tain tuberculous conditions until it is too late to 
expect any favorable results from treatment, also 


* Read before the Tri-professional Medical Society, March, 1909. 
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that too many surgeons are ultraradical in their 
treatment of the disease when it affects the genito- 
urinary organs. 

It is impossible in the time allowed to do any- 
thing like justice to this vast subject and I shall 
only touch briefly upon tuberculosis of the kidney, 
bladder and epididymis. 

TUBERCULOSIS OF THE KipnEey.—Renal tubercu- 
losis is a disease of youth, though it is at times 
observed in later life. Israel’ states that eighty per 
cent. of his operations were performed upon people 
between the ages of twenty and forty. 

French and German authors believe that women 
present twice as many cases of renal tuberculosis 
as men, but this is disputed by certain English and 
American writers. 

Pathogenesis.—The tubercle bacillus reaches the 
kidney by direct extension, through the lymphatics 
or the blood current. Most commonly infection 
occurs through the blood. There can be no reason 
to discuss the question of ascending and descending 
infection, as it is pretty generally agreed to-day, 
that while ascending infection may, and sometimes 
does occur, the disease usually begins in the kidney 
and descends to the bladder. 

Varieties —Of the several forms of the disease 
that may affect the kidney, the usual form of surgi- 
cal tuberculosis is caseous. The process usuatiy be- 
gins in the end of one kidney. The organ when 
removed, shows tuberculous nodules in various 
stages, some broken down and coalescing with oth- 
ers to form large cavities. In advanced cases the 
entire kidney may be destroyed. 

Diagnosis —Frequent urination, usually some- 
what painful, is the first symptom of renal tubercu- 
losis. This symptom is too often attributed to some 
simple form of cystitis and is treated as such for a 
shorter or longer period. In this way valuable time 
is lost and the process in the kidney spreads, with 
the result that in many cases treatment is of no 
avail when the correct diagnosis is finally made. 

There is a distinct difference in the frequency of 
urination in tuberculosis and stone in the bladder. 
In stone this symptom practically ceases at night 
when the patient is in the recumbent position, while 
in tuberculosis the bladder is usually emptied several 
times during the night. 

As in all forms of tuberculosis, periods of tem- 
porary improvement, particularly in this prominent 
symptom, may delude the patient and his physician 
into the idea that some real improvement has taken 
piace. 

Pain may occur during urination or at its termi- 
nation if the neck of the bladder is ulcerated. 


The urine is usually somewhat increased in quan- 
tity, the specific gravity is low, and pus is present in 
varying quantity. 

Blood in the urine occurs in some cases but I have 
not found it a very constant symptom, certainly not 
as constant as some writers would have us believe. 

When the process has advanced the urine contains 
albumin and various casts. 

A certain amount of dull pain in the loin is usu- 
ally present, but is not especially characteristic. An 
appreciable tumor rarely occurs except in the ad- 
vanced stage of the disease or from an associated 
pyelo-nephritis. 

Some writers consider that the average case is of 
the typical tuberculous type, commonly _hay- 
ing some other tuberculous process in the 
lungs, bladder, epididymis or lymphatics, with per- 
haps a history of the disease in the family, progres- 
sive loss of weight and some afternoon rise of tem- 
perature.. While this picture is undoubtedly true of 
the average advanced case, there are many cases of 
renal tuberculosis with involvement of the bladder 
that in the earlier period of the disease. present no 
symptoms except of an apparently simple cystitis, 
and as tuberculosis of the kidney may occur in an 
individual without a history of the disease in his 
family, the diagnosis is frequently quite difficult, 
and the practitioner is satisfied to consider the con- 
dition cystitis unqualified, and treat it by irriga- 
tions and some internal urinary antiseptic. 

After much valuable time has been lost. perhaps 
even a number of months, and the patient has_im- 
proved at times, these periods having been followed 
by marked aggravation of the symptoms, the physi- 
cian finally concludes that the condition may be 
something more serious than he had considered it. 
If he has had some experience with that much 
abused instrument, the cystoscope, he will consider 
examining the patient’s bladder, and perhaps cathe- 
terizing his ureters. This procedure, not easy at 
any time, in the advanced stage of the disease pre- 
sents peculiar difficulties. When the attempt is 
made to sufficiently dilate the bladder with some 
clear solution it will be found to have become so 
contracted that perhaps less than fifty cubic centi- 
meters can be retained and this the patient finds 
exceedingly distressing. 

If, however, a sufficient quantity of the solution 
can be retained (from 75 to 150 c.c.), when the 
attempt is made to introduce the instrument, 1f the 
bladder is ulcerated at or near the internal meatus, 
as it usually is, the beak of the instrument produces 
violent and unbearable pain, and cannot be intro- 
duced into the bladder. If cystoscopy be attempted 
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in these cases, under general anesthesia, great care 
must be exercised in dilating the bladder. Usually 
after the cystoscope has been introduced into the 
bladder the solution will flow out beside the instru- 
ment and examination of the bladder and catheter- 
ization of the ureters will be impossible. 

It being impossible to proceed with cystoscopy in 
such cases, what is left to help us as to diagnosis 
and treatment? The tubercle bacillus may be found 
in the urine, but frequently it cannot be discovered 
even in fairly well advanced cases. Guinea-pig in- 
oculation is usually a positive and conclusive test, 
but I have seen this fail in two cases that were later 
demonstrated to be tuberculous. The .-ray has 
been of little value in this disease and I have never 
resorted to it. 

In this type of case nothing can be done to deter- 
miné the condition of each kidney, and operation 
can rarely be considered, unless, as Morris* has sug- 
gested, we cut down on both kidneys before remov- 
ing the one supposed to be affected. 

Operation.—During the past winter at one of the 
societies of Brooklyn, a paper was read upon tuber- 
culosis of the kidney, in which the writer stated that 
if these cases were seen early, kidney removal usu- 
ally resulted in a cure. In the discussion that fol- 
lowed I took exception to this statement, and I wish 
to do so again now. It suggests that the diagnosis 
is a comparatively simple matter and that operation 
is always indicated. 

While we know that one sound kidney is sufficient 
for the purposes of excretion we do not know that 
a particular kidney will surely carry on this function 
when robbed of its mate. A slight nephritis in the 
more normal kidney may be whipped into activity 
from the effects of the anesthetic and the extra 
strain put upon it following the remova! of the 
tuberculous organ. 

As Keyes® very aptly states, “We are now on the 
crest of a wave of operative success in the treatment 
of renal tuberculosis,” and the surgeon’s first 
thought will be to remove the diseased kidney. 

Those men who favor surgical interference in 
selected cases, insist upon the early removal of the 
kidney in practically all cases. This would appear 
to be good surgery, and often proves to be, but how- 
ever carefully we may examine the patient we can 
never be sure that the other kidney or some other 
organ is not the seat of an active tuberculous proc- 
ess that’ our surgical meddling will arouse into 
activity. 

While the most conservative writers admit that 
even an involvement of the lungs is not a positive 
contraindication to nephrectomy, there must always 


be an element of doubt and uncertainty as to what 
we may really call a selected case. 

In a beginning tuberculous nephritis there is 
every reason to believe that good hygiene and gen- 
eral tonic treatment will accomplish as much in 
other tuberculous conditions. 

I would therefore urge that these cases be sent 
to a suitable climate, induced to rest and live out of 
doors and, if possible, be placed in the care of a 
physician of experience in other tuberculous condi- 
tions. Ii, after a reasonable period, they continue 
to lose weight, and their symptoms increase, or are 
unimproved, then and only then remove the kidney, 

In the examination of the urine I have had very 
great help from Dr. Louis Heitzman, who made the 
positive diagnosis of tuberculous kidney in one case, 
where no tubercle bacilli could be found in the urine 
and when guinea-pig inoculation failed. 

In regard to the various tests of the functional 
activity of the two kidneys, I have had no experi- 
ence, relying alone upon the ordinary examination. 

TUBERCULOSIS OF THE BLADDER.—As this is usu- 
ally secondary to tuberculosis of the kidney, little 
need be said about it. Successful operation upon 
the kidney usually cures the associated cystitis, as 
does improvement or cure after proper hygienic 
measures. 

Garrett,* of Buffalo, reports three cases cured by 
the Roentgen ray. He says nothing about the kid- 
neys in any of these cases and the rays were applied 
only to the bladder. 

It is generally admitted that tonic treatment has 
no effect upon these cases. 

TuBERCULOUS Epipipymitis. — Until compara- 
tively recently it was the custom of most surgeons 
to remove tuberculous testicles as a routine pro- 
cedure even when the epididymis was the only por- 
tion involved, and many general surgeons still insist 
upon this radical operation. Conservative genito- 
urinary men have come to believe that more uni- 
formly good results are obtained by removing the 
epididymis only. 

There are several reasons why this latter is the 
more reasonable operation. In practically all cases 
careful palpation of the prostate gland and seminal 
vesicle will demonstrate nodules in these organs, so 
that complete removal of the testicle will not mean 
the removal of all tuberculous deposits. The reac- 
tion following complete removal is much greater 
than when the epididymis alone is removed, and the 
mental depression in many of these run down, nerv- 
ous individuals has also to be considered and, if 
possible, avoided. The decided reaction that fol- 
lows the removai of the epididymis is quite enough 
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for the patient to combat without the added mental 
strain that follows complete removal of the whole 
gland. 

Results.—Epididymectomy, followed by outdoor 
life and a general upbuilding of the patient’s health, 
has been found to effect a cure in a greater number 
of cases than when the more radical procecure has 
been resorted to. Of course, when the body of the 
testicle is nodular or perforated by sinuses the com- 
plete removal is indicated, but this condition is the 
exception when the patient is seen early in the dis- 
ease and even when suppuration has occurred in the 
epididymis. 

11 East 48TH STREET. 
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DILATATION OF THE FEMALE 
URETHRA.* 


THomaAs Bray Spence, M.D., 
Surgeon-in-Chief to the Methodist-Episcopal Hospital, 
BROOKLYN, Y. 

Dilatation of the female urethra, with its most 
important symptom, incontinence of urine, is said 
by many text-books authors to be a rare condition ; 
and their advice in the matter of treatment is so in- 
definite that one’s ideas as to the best methods to 
be followed must be extremely vague, unless experi- 
ence has proven to him the value of certain of the 
procedures that have been described. The fre- 
quency with which these cases have come to the 
notice of the writer in the course of a general surgi- 
cal practice has caused him to wonder at the scant 
attention paid to the subject by many of those who 
have written largely on the genito-urinary diseases 
of the female, and especially surprising is the lack 
of positive opinion as to the best methods of treat- 
ment. Dudley is an exception to the general rule 
and in the chapter of his Gynecology treating of 
“Incontinence of urine in women,” he says: “The 
condition will be recognized as one of frequent oc- 
currence, great embarrassment to the patient, and 
difficult of cure.” 

The enlargement of the lumen of the urethra is 
due to some injury to its circular fibers. It may 
be caused by some trauma from without, such as 
pressure of the child’s head during labor, or it may 
be caused by the forcing of some foreign body in 
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either direction through the urethral canal. The 
examining finger, which was formerly a rather fre- 
quent cause of this condition, has fortunately now 
almost ceased to be so. The newer methods of 
urethral and cystic examinations have rendered 
this crude method unnecessary and unjustifiable un- 
less the urethra has already been dilated by some 
other agent to such an unusual degree as to admit 
the finger without resistance. Dragging a large 
calculus through the urethra is another way in which 
dilatation has been produced, but such a misfortune 
will rarely happen in the future as very few cases 
of stone in the bladder will be treated in’ so bar- 
barous a fashion. Coitus per urethram: in women 
suficring from atresia of the vagina is followed 
by extreme dilatation and several such cases have 
been reported. Kelly says that the degree of incon- 
tinence of urine in these cases is often surprisingly 
slight and that some of the women can retain their 
urine for several hours, or at the most they notice 
a decided incontinence following coitus only. Two 
cases of urinary incontinence have come under my 
observation which were apparently due to the pres- 
ence of urethral caruncles situated just within the 
meatus. Whether the caruncles by their position 
within the urethra brought about sufficient dilata- 
tion to cause incontinence it is difficult to say, but 
certain it is that their removal effected a prompt 
cure. It is very unusual for caruncles to display 
this symptom; in fact it is not mentioned in the 
literature at all, so far as I have been able to learn. 

By far the greatest number of cases of incon- 
tinence from dilatation are due to injuries incurred 
during childbirth. Not only are the circular fibers 
injured, but there is a sagging of the urethra as well, 
because it has been torn loose from the pubes. As 
a rule the trouble develops in women who have 
borne a number of children, and first shows itself 
at a time when they are approaching the menopause ; 
but it is sometimes seen in young women and may 
follow their first delivery. It is usually persistent 
and nearly always progressive, but the partial incon- 
tinence from this cause seldom becomes complete. 
The patient first notices a spurt of urine on any sud- 
den exertion, such as sneezing, coughing, laughing 
or jumping. Later on the dribbling may occur 
nearly all the time that she is on her feet, and then, 
of course, it becomes impossible to keep the cioth- 
ing dry. Some patients complain of frequent 
“colds” as a result of this constant wetting, espe- 
cially during the winter, and one of my own patients 
suffered from repeated attacks of bronchitis during 
the cold months. Relief of the incontinence proved 
to be also a cure for the bronchial trouble. 
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Many a procedure for the cure of urethral dila- 
tation have been tried with more or less success, 
but sc great an authority as Kelly says that his ex- 
perience has not been sufficiently large to speak 
with decision as to their merits,—a statement that 
is surprising to one who not infrequently sees these 
cases in the course of a general surgical practice. 
Dudley, however, does not regard the condition as 
at all rare, and he is quite positive as to the proper 
methods to pursue in an attempt at a cure. My 
own results in the treatment of these cases has been 
so uniformly good that I no longer undertake their 
care with the reluctance that most of the writings 
would induce, and therefore I feel justified in call- 
ing attention here to a condition that is probably as 
old as mankind, and which has been the cause of 
so much misery to child-bearing women of all 
classes that one eminent authority has gone to the 
extent of proposing a cure by completely closing 
the urethra and making a suprapubic fistula. 

A vaginal pessary of such shape and size as to 
press against the urethra will sometimes control the 
dribbling, but it will not act if there is much relaxa- 
tion of the vaginal outlet, and since this condition 
of relaxation is nearly always present a pessary 
will not often be applicable. 


Injection of paraffin around the urethra has been 
advised, but this is seldom effective and paraffin 
injections have proven dangerous to life. 

Massage and electricity have occasionally given 
results that were temporarily good, but almost 
never permanent. 

Torsion of the urethra after its free dissection 
from the surrcunding structures was devised by 
Gersuny as a method of treatment. The theoreti- 
cal objection which has been raised to this opera- 
tion is the danger of sloughing of the urethra. 
Whether such a disastrous result has ever been ob- 
tained I am unable to learn. 

Hummelfarb sought to make a new meatus at a 
higher level than the old by joining the labia minora 
together, thus lengthening the urethra the distance 
between the meatus and the clitoris. This seems 
like an operation difficult of accomplishment and 
doubtful of results. 

Alberran recommends dissecting the urethra free 
and bringing the meatus forward to the clitoris, 
after making two flaps in the mucosa to cover over 
the urethra in its new position. This operation has 
at least the theoretical objection of endangering 
the integrity of the urethra. 

Dudley has improved upon an operation devised 
by Pawlik. He denudes a horseshoe-shaped area 


between the meatus and the clitoris, extending back 
He then drags the 
meatus and urethra forward toward the clitoris by 


on either side of the urethra. 


means of sutures and sews up the gaps on either 
side of the urethra. This procedure straightens 
out the sagging urethra and at the same time flattens 
its lumen. Dudley often finds it necessary to do a 
further operation for the cure of a cystocele which 
is very likely to be present in these cases. He claims 
excellent results from his work, and it seems rea- 
sonable to suppose that the operation would ac- 
complish its purpose. 

The operation that seems to me most commend- 
able is simple and easy of performance; it is an old 
and well-known procedure; but it is not known who 
devised it. 
wall over the full length of the urethra is made. 


A longitudinal resection of the vaginal 


It seems a rational procedure to carry this resection 
close to the meatus and I have made it a rule to do 
so. A piece of the urethra has been excised by some 
operators, but I have never found this addition to 
the operation necessary. Before closing the in- 
cision some buried sutures should be inserted. These 
are passed widely and deeply on either side of the 
urethra and tied with considerable tension in order 
to compress the urethra. I believe this suturing to 
be an important step in the operation. The resected 
vagina is finally sutured, and a relaxed perineum 
should be repaired, of course. This operation cor- 
rects a coexisting cystocele at the same time that 
the urethral deformity is repaired, and it is, there- 
fore, complete in itself. Careful attention to all 
of its details is undoubtedly necessary to a success- 
ful outcome, but this is true of nearly all surgical 
work. Should this operation fail of its purpose one 
would still have that of Dudley or that of Gersuny 
to fail back upon; not once, however, have I been 
compelled to do anything further for any of my 
cases, though some of them have been extremely 
bad ones. 

My experience leads me to believe that there has 
been too pessimistic a view taken of the outlook 
of the unhappy women who suffer from this form 
of urinary incontinence, and that most of them 
shouid be offered the very probable relief of a sim- 
ple and safe operation. 

139 SEVENTH AVENUE. 
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TRANSVERSE OPENING OF THE ABDO- 
MEN BEHIND THE RECTUS MUSCLE. 
It was not until the surgical treatment of abdom- 

inal diseases had become well advanced that serious 
attention was given to the abdominal incision. In- 
deed, this was not given its due consideration until 
the prevalence of post-operative ventral hernia 
forced its attention upon surgeons. It was but a 
few years ago that surgeons divided the oblique 
muscles and the transversalis with disregard for 
their subsequent integrity. The old median incision 
through the linea alba was made through the weak- 
est part of the abdominal wall. The surgeon sought 
for the thinnest place and found it there. 

Ventral herniae taught surgeons their lesson. 
Now the endeavor is to preserve the tissues as much 
as possible and to make the abdominal opening 
through strong structures that can be firmly 
closed. The objections to scar tissue in the abdom- 
inal wall are well appreciated ; its poor vitality and 
yielding tendency are understood, and every effort 
is made to reduce its formation to a minimum. 

In recent times entrance into the abdomen has 
been made through the separating or blunt splitting 
of muscles. In this operation, precaution is now 
taken to preserve the nerves and to impose undam- 
aged muscle over or under the openings through 
the fascia. Every surgeon has his own peculiar 
method of gaining access to the various regions of 
the abdomen, always with a view to restoring the 
abdominal wall to its original state of strength. 


A method which a number of surgeons are now 
using, and which posesses merits that should make 
its employment more widely adopted, is the ap- 
proach to the abdomen not through any muscle, but 
behind the rectus, splitting transversely its posterior 
leaf of fascia. The rectus is large, easily retract- 
able from one side to the other, and, without divid- 
ing either its nerves or vessels, permits access to 
the abdomen through its sheath. A _ transverse, 
oblique or longitudinal skin incision is made; the 
anterior sheath of the rectus is opened transversely 
or longitudinally ; the rectus is retracted inwards or 
outwards, as is desired; and the posterior sheath 
and peritoneum are divided transversely. This oper- 
ation gives access to the mid-abdomen and to the 
medio-lateral parts. Appendix vermiformis, ute- 
rus, tubes and ovaries, intestine, stomach, and gall- 
bladder are all reached through this incision. If 
necessary to continue the incision further outwards, 
it runs naturally in the direction of the conjoined 
fibers of the lateral muscles. Also, if necessary, a 
double operation can be done, and the two recti re- 
tracted outwards. 

This operation has been recently recommended 
highly by Winkelmann (Deutsche Zeitschrift fiir 
Chirurgie, April, 1907), who apparently is not 
aware that it has been practiced for several years 
by American surgeons.—J. P. W. 


TRANSPLANTATION OF BONES 
AND JOINTS. 


Although the work of Lexer in transplanting 
whole joints into defects made by resection of dis- 
eased joints came with startling suddenness, it is, 
nevertheless, the logical outgrowth of a series of 
studies extending over several years. 

Originally, attempts were made to implant de- 
calcified bare bone from lower mammals into man, 
and though the method frequently failed, there were 
some successes. Similar results were obtained by 
grafting decalcified bone from human beings. Later, 
fresh bone, bared of its periosteum, was employed 
to fill in bone defects, to act as a bolt between two 
fragments of bone, etc. This technic was attended 
by a far greater number of successes. Yet failures 
were frequent enough until it was gradually real- 
ized that periosteum is an important factor in bone 
grafts. It was observed that when periosteum alone 
was transplanted it often gave rise to a luxuriant 
growth of new-formed bone; from this it was but 
a step to transplant bone with its periosteum intact, 
and this method has undoubtedly given the best 
results. First small fragments of bone-periosteum 
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perimenters, emboldened by their successes, iarger 
fragments were employed until, at the present time, 
as much of a gap as half the length of the humerus 
has been successfully filled in by a piece of bone- 
periosteum. It is as yet unsettled whether trans- 
planted bone dies or remains alive from the begin- 
ning; Marchand and his school supporting the 
former view, Axhausen and others vigorously op- 
posing it. But the important practical fact remains 
that, under favorable conditions, the transplant heals 
in situ and in time functionates like normal bone. 

The more recent stages in the evolution of the 
transplantation idea were the discoveries that such 
bloodless tissues as tendons, articular cartilages, 
synovial membranes, ligamentous bands could be 
successfully grafted. Thereupon bones with their 
articular cartilages, then bones with their cartilages 
and synovial sheaths, and finally intact joints with 
cartilages, synovia, and ligaments were successfully 
transplanted from one animal to the other. (Judet.) 

Lexer’s work is the culmination of this long series 
of experimental efforts. On page 348 of this num- 
ber of the AMERICAN JOURNAL OF SuRGERY is ab- 
stracted a recent paper of his in which he lays down 
some general rules for the methods of transplanta- 
tion of joints. It must not be concluded that he 
has had numerous successes and no failures. On 
the contrary, his cases have been few and his suc- 
cesses much fewer—his best result was attained in 
the implantation in one-half a joint. 

The work is in its infancy, and methods must be 
greatly improved to be of real practical value. But 
improvements will come in time and we shall un- 
questionably witness, in a few decades, one of the 
greatest triumphs of modern surgery—the replace- 
ment of diseased and useless joints by normal 
ones.—H. N. 


TUMORS OF THE SPINAL COLUMN. 

At a meeting of die Freie Vereinigung der Chi- 
rurgen, Berlin, March 8, 1909, Fedor Krause pre- 
sented the histories of 28 cases of tumors of the 
spinal column and of the cord that produced par- 
alyses by pressure arc or infiltration of nerve- 
roots or centers. Eight cases died as a direct re- 
sult of operation; two at the end of the first week 
from pyelitis, one in six days, from a purulent 
meningitis, whose etiology was a bed-sore; the re- 
mainder of the cases died shortly after operation. 
Of the twenty operatively successful cases, Krause 
dwells most on the irremovable tumors. He bases 
some brilliant results he has had in the relief of 
paralyses on one technical procedure—he incises 
the dura. He insists that in every spinal cord 
operation, in the presence of paralyses the dura 
must be opened. 


Surgical Suggestions. 


Inflation of the colon should be practised in every 
case of an abdominal mass of doubtful nature. 


Increase in pulse rate is of far greater significance 
than temperature elevation in most surgical condi- 
tions. 


Blood cultures may be of very important diag- 
nostic as well as prognostic value in cases of sepsis 
of unknown origin. 


If the pylorus is not actually obstructed in ulcer 
or carcinoma of the stomach, gastroenterostomy is 
valueless and may be harmful. 


Abscess of the lung should be borne in mind 
when pus is aspirated from the chest of a patient 
whose physical signs of empyema are atypical. 


Unless a liver abscess bulges anteriorly, the safest 
and most logical route for drainage is the trans—or 
sub-plural one. 


If a greatly thickened parietal peritoneum is 
found at an exploratory laparotomy one may con- 
fidently expect to find tuberculous peritonitis. 


Watch for the development of subphrenic ab- 
scess when there is persistent pain in the lower 
chest and a dry cough several weeks after operation 
for appendicitis abscess. 


Light percussion auscultation—the bell of the 
stethoscope stationary and the percussing finger 
tapping from point to point—will reveal a cracked- 
pot note in most cases of fracture of the cranial 
vault, and may be the only evidence of fracture. 


The one lesson learned from the trypsin treat- 
ment of carcinoma is the beneficial effect of trypsin 
on many varieties of chronic ulcer. It may be em- 
ployed, without danger, in the form of applications 
to the surface of the ulcer. 


Feel for the gland (of Virchow) behind the clavi- 
cular insertion of the left sterno-mastoid in every 
case of suspected abdominal or thoracic neoplasm. 
It is not infrequently involved by carcinoma quite 
early, may be of great aid in diagnosis, and may be 
the single contraindication to a radical operation. 
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Constipation and Intestinal Obstruction. By SamueL 
G. Gant, M.D., LL.D., Professor of Diseases of the 
Rectum and Anus in the New York Post-Graduate 
Medical School and Hospital, etc. Octavo; 559 pages; 
250 original illustrations. Philadelphia and London: 
W. B. Saunpers Company, 1909. Cloth, $6.00, net; 
half morocco, $7.50, net. 


Constipation is the most common of human ailments 
and its mistreatment by cathartics—self-administered or 
prescribed by the physician—is almost as universal as is 
the disorder itself. This symptomatic treatment suggests 
itself largely by its simplicity, but, even more, by reason 
of ignorance of the cause of the constipation in individual 
cases and of the use of the curative procedures to which 
it is amenable. 


This excellent work, dealing exhaustively, as it does, 
with constipation and obstipation, is therefore a most use- 
ful treatise. Following two well illustrated chapters re- 
lating, respectively, to anatomy and physiology, Gant en- 
ters into a description of the varieties of constipation, 
their causes, symptoms and consequences. He emphasizes 
the importance of determining what type of constipation 
exists (¢. g., habitual atonic, spastic, mechanical), and 
a the means by which the diagnosis is to be estab- 
lishe 


The succeeding chapters (14 to 25, inclusive) deal with 
general, educational, psychic and dietetic treatment, ex- 
ercise and bodily movements, hydrotherapy (internal and 
external), massage, mechanical vibration, electricity and 
other physical therapeutic procedures. It is by these 
means—the proper administration of which he describes 
—that Gant treats chronic habitual constipation. Drugs 
he holds to be inefficient in these cases, except as occasional 
adjuvants or as last resorts in the few cases in which 
more rational measures fail. He concedes that “drugs 
properly administered accomplish a very great deal to- 
ward the relief and cure of acute and spastic constipation,” 
and for this reason, and because some patients cannot or 
will not submit to other treatment, he devotes chapters 26 
and 27 to the medical treatment of constipation. In the 
first of these chapters are classified the various cathartics, 
and the selective action of, and indication for each are de- 
scribed. The next chapter is an extensive and well chosen 
formulary. 


Chapters 28 to 31, inclusive, deal, respectively, with the 
treatment of the complications and consequences of con- 
stipation, of spastic constipation, of acute constipation, and 
of constipation in infants and children. 


The rest of the book relates to the surgical treatment of 
mechanical constipation (obstipation) and its complica- 
tions. It includes, among other operations described, in- 
testinal resection and anastomis, colostomy of various 
types, proctectomy, operation for congenital malformations, 
adhesions, angulations, diverticula, megalocolon, splanch- 
noptosis, for the various sigmoid and rectal obstructions, 
etc. While much of this will be found in general surgical 
works there are described several procedures that are orig- 
inal to the author (many of them familiar to the proies- 
sion through Gant’s contributions to journal literature). 
The final chapter (44) is devoted to a brief consideration 
of the treatment of rectal polyps, hemorrhoids, fissure in 
ano, ulceration and fistula in ano, in which again, Gant 
describes, especially, his own methods. 


This work is altogether practical. It is devoid of hao: 
retical considerations and free from discussions of moot 
physiological and chemical problems. It is well planned 
and well balanced. Typographically and because of the 
many excellent original drawings it is as attractive as it 
is interesting. The reviewer has read it through and 
learned much from it. He would make but one criticism, 


viz., that the author would have done well to more speci- 
fically indicate how he selects and combines the various 
therapeutic measures in individual cases. 


A Practical Treatisc on Rectal Diseases. Their Diag- 
nosis and Treatment by Ambulant Methods. By 
Jacop DissincEr ALBRIGHT, M.D. Octavo; 455 pages; 
32 plates and 39 other illustrations. Philadelphia: 
PURLISHED BY THE AUTHOR, 19090. 

Dr. Albright is familiar to the profession as an “office 
practitioner,” and doubtless his experience in the ambu- 
lant treatment of rectal disorders has been large enough 
to qualify him to write knowingly on the subject. His 
book certainly indicates a wide familiarity with the litera- 
ture balanced by a thorough personal trial of all methods. 

The reviewer confesses that he approached this book in 
a skeptical spirit. He expected to find it a laudation of 
the greatness of “local anesthesia” and the “injection 
treatment”—the two shibboleths of those who profess to 
remove all rectal fistule, fissures and hemorrhoids “with- 
out interference with business.”” The book surprised him. 
He found it sober and interesting reading—and he learned 
much from it! 

The work is striking in its originality, and satisfying in 
the painstaking statement of details of technic, after-treat- 
ment, etc. Clinical classifications are made very simple. 
Thus, fistule are divided into two main groups, rectal and 
anal; and abscesses are classified in a manner to avoid 
all confusion. At considerable length Albright describes 
chronic proctitis, a disorder but little recognized, to which 
he ascribes the etiology of pruritus ani, fissure and hem- 
orrhoids. In this, Albright adopts and elaborates the 
theory of A. B. Jamison of New York. Albright asserts 
that pruritus ani, when not due to other discoverable cause 
is produced by subtegumentary sinuses (containing mu- 
cous or sero-mucous) which, in turn, are the results of 
chronic proctitis (and periproctitis) ; and that the pruritus 
can be cured by locating, draining and treating these some- 
times very extensive sinuses. The removal of hemor- 
rhoids, or fissures, should be but a part of the treatment 
of the condition from which they arise—chronic proctitis. 
Albright’s ‘assertions concerning the pathology of this dis- 
ease and its sequela remain to be corroborated or dis- 
proven by others, but they are at least very suggestive. 
They attempt to account for various disorders whose eti- 
ology has not been satisfactorily explained otherwise. One 
cannot question the sincerity of the author’s claims that he 
and Jamison have seen extensive submucous and subtegu- 
mentary sinuses filled with mucus, as a result of chronic 
proctitis. He presents skiagraphs of two cases showing 
the mucous reservoirs filled with bismuth. 

Of hemorrhoids, the pathology, in part, and the patho- 
genesis, entirely, are described in an original fashion. The 
various palliative and radical (ambulant) methods for 
their treatment are detailed, and numerous formule for 
local applications are provided. Albright insists that the 
injection treatment of hemorrhoids is neither unscientific 
nor dangerous if it is properly executed in the proper 
cases. The selection of cases, their preparation, tie tech- 
nic of the injections, the precautions to be observed, and 
the after-treatment are all dwelt upon. 

In all the other chapters, too, anesthetics, fissure and 
ulcer, fistula, etc., ete-—the author is equally precise. In- 
deed, his style throughout is interesting as well as clean— 
although occasionally marred by a grammatical lapse. In 
addition to various illustrations in the text, there are 31 
plates—of which the majority are from wash drawings by 
A. Kneedler. Most of these are good. Plate 10, however. 
is anatomically bad, and in plates 16 and 17, illustrating 
Bishop’s bloodless method of removing cutaneous tabs, the 
sutures are improperly sketched. 


Hand-Book of the Diseases of the Rectum. By Louts 
J. Hirscuman, M.D., Detroit, Mich., Lecturer on 
Rectal Surgery and Clinical Professor of Proctology, 
Detroit College of Medicine; Attending Proctologist, 
Harper Hospital, etc. Octavo ; 374 pages; es illus- 
trations and 2 colored plates. St. Louis: C. V. Mossy 
MepicaL Book aNp PUBLISHING COMPANY, 1909. 


In this book the author has aimed to present a prac- 
tical manual on those rectal diseases that may be treated 
in the office, a mode of management that has grown in 
favor and widened in applicability with the development 
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of the technics of local anesthesia for this region. These 
technics Hirschman describes in a separate chapter. 

Another chapter, very commendably, is written on the 
limitations of office treatment and indications for other 
measures. 

Symptomatology and physical signs are given due promi- 
nence. The chapter on examination of the patient contains 
useful suggestions on equipment and methods, but it is 
clumsily written. Concerning the treatment of hemor- 
rhoids it is interesting to note that Hirschman believes 
that Whitehead’s operation is seldom, if ever, indicated, 
and that the injection methods, which he briefly describes, 
are uncertain and unscientific,—in both of which opinions 
most general surgeons probably share. 

Dr. John L. Jelks, of Memphis, contributed an interest- 
ing chapter on dysentery; and Dr. George W. Wagner, 
of Detroit, wrote the final chapter, devoted to a descrip- 
tion of such examinations of the feces as are clinically 
practical. 

The illustrations are from original photographs. They 
are all good, but are not always well arranged on the 
page. 

We cannot refrain from criticising the awkwardness of 
expression, improper punctuation and generally “bad Eng- 
lish” with which the author allowed his work to go to 
press. This does not, however, interfere with its useful- 
ness as a practical handbook on the minor diseases of the 
rectum and anus and their ambulant treatment. 


A System of Operative Surgery. By Various Authors. 
Edited by F. F. BurcHarp, M.S. (Lond.), F.R.C.S. 
(Eng.), Teacher of Operative Surgery in King’s Col- 
lege, London; Surgeon to King’s College Hospital; 
Senior Surgeon to the Children’s Hospital, Padding- 
ton Green. In four volumes. Volume IV. Large oc- 
tavo; 687 pages; 351 illustrations. London: Oxrorp 
University Press, 1909. Price, $10 per volume. 

This volume (which appears out of its turn, volumes 
two and three of the system not yet having been issued) 
is devoted to the operations of the surgical specialties— 
gynecology, ophthalmology, otology, rhinology and laryn- 
gology. 

By reason, especially, of the weakness of the section on 
gynecological operations (which will chiefly interest gen- 
eral surgeons), Volume IV. disappoints the expectations 
we expressed in the more lengthy review of Volume I. 
(August issue). This section, Operations Upon the Fe- 
male Genital Organs, is amazingly incomplete! It is in- 
comprehensible that the authors and the editor should 
seriously offer these 173 pages in an elaborate and expen- 
sive “system” as representing modern gynecologic surgery. 

The section is divided into two parts. Part 1, abdominal 
gynecological operations, is written by J. BLranp-Sutton, 
surgeon to the Middlesex Hospital and to the Chelsea 
Hospital for Women; part 2, vaginal gynecological opera- 
tions, is by JoHN Puit.ips, obstetric physician and gyne- 
cologist to King’s College Hospital. Of these two parts 
it is not easy to select the worse. 

Except for two diagrams of sutures passing through the 
stump after abdominal hysterectomy and one diagram of 
the relation of parts after Ricard’s operation of uretero- 
cysto-neostomy, there is not a single illustration of any 
abdominal gynecologic operation; but there are several 
pictures of pathological specimens! Partial ovariotomy 
and ovarian transplantation are not discussed. The re- 
moval of cysts of the broad ligament occupies a half page. 
Technical details of all the major abdominal operations 
are tom meagerly described. 

In part 2, vaginal operations, perineorrhaphy occupies 
but seven pages, of which more than half the space is oc- 
cupied by illustrations: to cystocele less than two pages is 
given, and but two operations are described—the time- 
worn procedure of Stoltz and the simple oval denudation 
and suture! Atresia of the vagina and of the hymen is 
briefly considered, but no operation is mentioned for ab- 
sence of vagina, or for vaginal cyst. The technic of tra- 
chelorrhaphy fills about a page; the different types of op- 
eration are not considered. Anteflexion is not mentioned 
and so, of course, there is no reference to Dudley’s opera- 


tion. Nor is there described any operation for retro- 
flexion (except ventral suspension, in part 1). Perhaps 
it is one of the defects of multiple authorship that in the 
division of the field between two men each left Alexan- 
der’s operation to the other. But worse still, there is not 
the slightest reference to inguinal, vaginal or abdominal 
shortening of the round ligaments! 


In short, any of the accepted text-books of gynecology 
supplies more and better information on the operations of 
this branch of surgery than does this department of Burg- 
hard’s pretentious system. Even the index to this section 
is bad! 

Section II. (pages 177 to 301), Ophthalmic Operations, 
is written by M. S. Mayou, assistant surgeon to the Cen- 
tral London Ophthalmic Hospital; Section III. (pages 
305 to 471), Operations Upon the Ear, by Hunter Top, 
aural surgeon to the London Hospital; Section IV. (pages 
475 to 566), Operations Upon the Larynx and Trachea, by 
W. Douctas HARMER, surgeon to the throat and nose de- 
partment, St. Bartholomew’s Hospital; and Section V. 
(pages 569 to 672), Operations Upon the Nose and Its 
Accessory Cavities, by St. Clair THompson, professor of 
laryngology and physician for diseases of the throat, 
King’s College Hospital, London. A survey of these sec- 
tions shows them to be modern, fairly complete and care- 
fully written. They are the more acceptable because in 
American works on operative surgery these specialties are 
usually not included in their entirety. Unfortunately, these 
four sections can hardly redeem a volume in which the 
remaining section (gynecology), which, to repeat, most in- 
terests the general surgeon, is such very poor stuff. 


Second Congress of the International Society of Sur- 
gery (Deuxiéme Congrés de la Société Internationale 
de Chirurgie), held at Brussels, September 21-25, 1908. 
Published by Drs. A. Depace, General Secretary, and 
L. Maver, Secretary of the Congress. Vol. I, Verbal 
Proceedings and Discussions. Vol. II, Reports. 
Hayez, Printer for the Royal Academies of Belgium, 
1008 
The wealth and value of the material presented at this 
Congress are so great, that a necessarily brief review of 
the work can only indicate the extent of the. studies pre- 
sented. The main part of the papers and discussions con- 
cerned the cancer problem, especially its surgical aspect. 
Three years after operation was the average length of 
time that the surgeons considered proper in pronouncing 
a cure after the removal of a carcinoma. Von Bonsdorff 
of Helsingfors, presented some striking results in opera- 
tions for carcinoma of the lip. In 80 per cent. of his cases 
there was no recurrence in three years; go per: cent of all 
his recurrences appeared within the first three yars, and 
20 per cent. of these that were operated upon were perma- 
nently cured. Von Bonsdorff’s operation is very radical 
and in the wide expesure of the neck he removes the sub- 
maxillary glands, the glands along the sternomastoid and 
the great vessels of the neck, and he does not hesitate to 
carry his dissection into the subclavian region. 


On the basis of a consecutive series of 172 cases of can- 
cer of the mouth and tongue, Warren, of Boston, advo- 
cated block dissection of the lymphatic-bearing tissues of 
the anterior cervical triangle on one or both sides as a 
routine procedure. Fourteen per cent. of his cases were 
free from recurrence for over three years—all supported 
by microscopical examination of specimens removed. 
Gluck, of Berlin, employs his same technic in his laryn- 
gectomies for carcinoma, and believes, as before, in the 
great value of implantation of the tracheal stump into the 
neck for the prevention of post-operative pneumonia. His 
immediate and ultimate results are nothing short of bril- 
liant 

In a splendid paper on skin carcinoma, Morestin, of 
Paris, pointed out that all these lesions at their beginning 
can be cured by minor surgical procedures. He, therefore, 
most strongly advocates early operations, believing that 
the x-ray is often efficacious, but cannot be invariably de- 
pended upon. Late interferences are often useless, de- 
spite huge extirpations, and are not infrequently attended 
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by ugly mutilations. Nevertheless, believing that the proc- 
ess is a local one, he does not hesitate to speak upon ad- 
vanced cases, and figures some beautiful results after ex- 
cision and plastic closure of the defect. On the other 
hand, Sequeira, of London, reports good results from the 
radiotherapeutic treatment of rodent ulcer. Seventy-five 
patients: were well after three years, six for more than 
six years, and fourteen for at least five years. Forty-six 
cases did not heal, of which a number, apparently healed 
and later recurred and several healed superficially while 
the disease had extended to the bone. 

The treatment of inoperable cancer is the subject of an 
able paper by Henry Morris. He gives a broad view of 
the subject, paying especial consideration throughout to 
the viewpoint rather than that of the statistician of oper- 
ations. His sane paper is well worth reading. 


Post-Mortem Pathology. A Manual of the Technic of 
Post-Morten Examinations and the Interpretations to 
be Drawn Therefrom. A Practical Treatise for Stu- 
dents and Practitioners. By Henry . CATTELL, 
A.M., M.D., President of the Philadelphia Medical 
Jurisprudence Society, 1905-1906; sometime Patholo- 
gist to the Philadelphia, Presbyterian and Pennsyl- 
vania Hospitals, etc. Third Edition. Octavo; 547 
pages; copiously illustrated with colored plates and 
figures. Philadelphia and London: J. B. Lippincott 
Company, 1906. 

A thorough perusal of this book has left us with a rare 
sense of satisfaction. The completeness with which the 
author has handled the subject affords no opportunity for 
any suggestions. After describing in the fullest detail the 
technic and proper order in which a post-mortem examina- 
tion is to be made, the author proceeds to a cursory review 
of the various pathologicai lesions to. be encountered. 
These chapters form, indeed, an excellent résumé of gross 
pathology. Succeeding chapters deal with the post-mortem 
examination of the newly born, restricted post-mortem ex- 
aminations, restoration and preservation of the body, dis- 
eases due to parasites, the preservation of tissues, bac- 
teriological investigations, post-mortem examinations of 
the lower animals, plant pathology, medico-legal sugges- 
tions, the Prussian regulation for the performance of 
autopsies and the nomenclature, complications and syno- 
nyms of the usual causes of death. The author makes 
liberal references to the literature. The style is clear and 
the exposition is rendered interesting by the introduction 
of illustrative observations. The illustrations are numer- 
Soe pemncrentty large to interpret details and nicely exe- 
cuted. 

This book can be justifiably regarded as a “standard” 
work of its class. 


Treatment of the Diseases of Children. By Cuartes 
GitmoreE Kertey, Professor of Diseases of Children, 
N. Y. Polyclinic Medical School and Hospital; Phy- 
sician to the N. Y. Infant Asylum and Maternity, etc. 
Second Ediiton, revised. Large octavo; 629 pages; 
78 illustrations. Philadelphia and London: W. B. 
Saunpers Co., 1909. Cloth, $5; half morocco, $6.50 
net. 

An excellent book is Dr. Kerley’s on the Treatment of 
the Diseases of Children. The general practitioner, for 
whom it is written, will appreciate the general soundness 
of his views; although the specialist will find faults with 
quite a few of the suggestions—all men who specialize 
have individual views. For example, Dr. Kerley thus 
summarizes his results in the use of buttermilk feeding of 
infants after the treatment of nineteen cases: “We do not 
advise treatment of milk with the lactic acid bacillus for 
purposes of infant feeding. These results are so far in- 
ferior to those following our usual methods of treatment 
that all observations were discontinued at this point.” 
z\gain he states: “I give little or no milk in typhoid fever.” 
It would be of interest to Dr. Kerley to discover just what 
food value he can get out of his “stock” gruel with addi- 
tions. Skimmed milk is allowed later; why not before? 


or why not use diluted milk mixtures as in other febrile 
conditions? Full milk is not given in most of them—few 
give it to the young typhoid patients. 


In this edition the work has been enlarged but little. 
Two new sections appear, viz.: on the care of acute 
iJIness, and on vaccine therapy and new diagnostic meth- 
ods. The section on growth and nutrition has been con- 
siderably altered. The book continues as a clear and thor- 
ough presentation, eminently practical, and bearing 
throughout the impress of capable individuality. 


Clinical Treatises on the Pathology and Therapy of 
Disorders of Metabolism and Nutrition. Part VIII. 
Gout. By Pror. Dr. H. Srrauss, Professor of the 
Third Clinic, Royal Charity Hospital, Berlin. Trans- 
lated under the direction of Nettis Barnes Foster, 
M.D., Associate Physician to the New York Hospital; 
Associate in Biological Chemistry, College of Physi- 
cians and Surgeons, Columbia University. Duodecimo; 
70 pages. New York: E. B. Treat & Company, 1900. 

1.00. 


Written seven years ago, this monograph has been re- 
vised and amplified by the author for the American edition. 
The pathogenesis of gout covers more than one-half of the 
book, especial attention being paid toward the chemical 
relations of uric acid and the xanthin bases. The part de- 
voted to treatment is exhaustive. It is comforting to note 
that the author places considerable reliance upon colchicum 
and the salicylates. The book can. be cordially recommend- 
ed as an up to date and practical treatise. The absence of 
an index is, however, to be deplored. 


Clinical Treatises on the Symptomatology and Diag- 
nosis of Disorders of Respiration and Circulation. 
By Pror. EpmMunp von Neusser, M.D., Professor of 
the II Medical Clinic, Vienna. Authorized English 
Translation, by ANDREW MacFartang, M.D., Professor 
of Medical Jurisprudence and Physical Diagnosis, Al- 
bany Medical College, etc., etc. Part JIJ. Angina 
Pectoris. Duodecimo; 71 pages. New York: E. B. 
Treat & Company, 1909. $1.00. 


Although this monograph was written by Neusser a 
number of years ago, it still remains the best clinical review 
of angina pectoris with which we are acquainted. The 
author reveals here, as in all his other publications, his 
almost amazing clinical experience. We feel sure that no 
one can read this work without adding appreciably to his 
knowledge of the subject. : 


Diet in Health and Disease. By Jurius FRiIEpENWALD, 
M.D., Professor of Gastro-Enterology in the College 
of Physicians and Surgeons, Baltimore, and JoHN 
RuuHRAH, M.D., Professor of Diseases of Children, 
College of Physicians and Surgeons, Baltimore. Third 
Edition, revised and enlarged. Octavo; 764 pages. 
Philadelphia and London: W. B. Saunpers Co., 1900. 
Cloth, $4.00; half morocco, $5.50 net. 


Striking advances in dietetics have occurred with the de- 
cline in medicinal therapeutics. Enlarged knowledge of 
metabolic changes based on chemical and physiological ex- 
periments have replaced the dietetic empiricism of older 
methods. The attempt to adopt changed body functions to 
suit impaired cellular activity finds place in the new edition 
of Friedenwald’s and Ruhrah’s Diet in Health and Disease. 
There is an enormous amount of information crowded into 
comparatively smail bulk, and the advice given is, with 
few exceptions, up to the most recent requirements. The 
diets in the Disorders of Metabolism are especially 
to be commended for their modernity. The older, empiric 
fables, not based upon accurate observation, might, how- 
ever, be dispensed with in a manual that is eminently 
practical. 


This volume may truly be declared to fill a want, and its 
possession by the general practitioner and the surgeon 
will add greatly to the comfort and well-being of the pa- 
tient. The feeding of infants is excellently handled with- 
out faddism. There are chapters on Army Rations, Prison 
and Hospital Dietaries, all sorts of diet and food tables 
recipes—in short, this work may be described as complete, 
modern and useful. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


The Colon Tube and the High Enema. H. C. Soper, St. 
Louis, Journal of the American Medical Association, 
August 7, 1909. 

Soper describes experiments performed by him in which 
the position of the tube was verified by the x-ray. Sixty 
cases were examined where it was attempted to pass long 
blunt end soft rubber tubes, with side openings, into the 
rectum, the patient being in the knee-chest and side posi- 
tions. The only case in which he succeeded in passing the 
tube above the dome of the rectum was one of Hirsch- 
sprung’s disease or congenital idiopathic dilatation and 
hypertrophy of the colon, and even here it was necessary 
to use the sigmoidoscope to introduce the tube. He thinks 
it is only in cases of abnormal development of the sigmoid 
that it is possible to introduce a soft rubber tube higher than 
six or seven inches in the rectum. A short tube six inches 
in length is therefore best for all sorts of enemata when 
using water for fecal evacuation, and it is possible, as he 
has frequently demonstrated, to thoroughly cleanse the 
entire colon by using a large caliber (one-half inch) short 
tube. It is also best when retention of liquid is desired. 


Goiter with the Surgical Treatment of Hyperthyroid- 
ism. C. H. Mayo, Texas State Journal of Medicine, 
July, 19009. 

The extraordinary amount or proportion of the blood in 
the small vessels, the heart having lost the wis a tergo, 
increases the rapidity of action upon a smaller quantity of 
blood. Later when the overwork and toxemia from the 
elimination of the disorganized epthelium of the thyroid 
has caused a degeneration of heart muscle, liver, spleen, 
and kidney, we have a dilatation of the heart with irregu- 
larity in rhythm and tension. ‘In incomplete contraction 
and imperfectly closed valves with resulting pulsating large 
veins, the blood pressure drops from medium or high to a 
low point. Fatty liver and kidney changes become marked, 
and we have albuminous urine, ascites and edematous feet 
and limbs to mark the extreme condition. 


The skin changes are: increased feeling of warmth, 
sweating, with the more rapid general metabolism mani- 
fest, and when general toxic degeneration is present the 
skin, as a rule, becomes pigmented. 

The hyperactivity of the thyroid may begin in early child- 
hood; the earliest we have seen beginning in children of 
four and five years of age. One of the latter was seven 
years when a thyroidectomy was made. A _ moderate 
amount of hyperthyroidism is not infrequent in girls at 
puberty and a few years following, a period of natural 
activity of the thyroid from sexual development. This is 
often true of the normal thyroid during pregnancy. 

In some cases the goiter, and again the eye changes will 
appear early, or these may be late symptoms, while in 
others the goiter will have existed as a simple colloid for 
a long time previous to overactivity. 

Unilateral exophthalmic goiter is usually that variety 
caused by the stimulus of an encapsulated adenoma grow- 
ing in the lobe of the thyroid, which later causes pressure 
absorption of the gland with attacks of intermittent hyper- 
thyroidism, and in which all the symptoms occur except 
that of proptosis. 


In about two-thirds of the cases seen by the surgeon, the 
operation for the removal of the larger lobe and isthmus 
can be undertaken without undue risk. In at least one- 
fourth of the cases the condition is so extreme from the 
continued toxic condition or from acute exacerbation, that 
the ligation of the vessels as advocated by Wolfler is 
advisable at least as a preliminary procedure. In a few 
stich cases the results are astonishing. There is a relief 
from all symptoms and an increase in weight within a few 
months, and should thyroidectomy be then undertaken, it 
will be done with much less risk than the former pro- 
cedure of ligation. This operation we designate the gradu- 
ated operation for hyperthyroidism. 


Subclavian Aneurism with a Report of a Successful 
Ligation in the First Surgical Division. E. M. 
Prince, The Alabama Medical Journal, July, 1909. ~ 

J. H., age 43, was brought into hospital suffering from a 

large tumor which had displaced the clavicle and had en- 
croached on the brachial plexus to such an extent as to 
produce paralysis of the entire arm, causing him to suffer 
excruciating pain. The tumor commenced to form after 
having received a severe blow on the shoulder one year 
previous, and had increased steadily since. He gave a his- 
tory of syphilis, otherwise his past history was uninterest- 
ing, save that he had been a hard drinker and was suffer- 
ing from arterio-sclerosis. An x-ray picture was made and 
the diagnosis of aneurism of the second surgical division 
of right subclavian artery was confirmed. Operation was 
advised and the patient informed of the risk attending the 
operation for ligation of the first surgical divisicn of this 
artery. The patient consented and the operation was per- 
formed as follows: An incision was made along the upper 
border of the clavicle and a second along the inner border 
of the sterno-mastoid muscle, meeting the former at an 
angle. Both heads of the sterno-mastoid were divided, and 
a few vessels were encountered which required ligation. 
The deep fascia was then torn through and the internal 
jugular vein was seen crossing the subclavian artery. This 
was pulled aside, exposing the artery, and the origin of 
the vertebral _was then demonstrated, also the common 
carotid. A ligature was passed from below upwards 
around the subclavian near the vertebral in order to give 
as much space for the formation of a clot between the liga- 
ture and the common carotid as possible. The beginning 
of the aneurysmal sac was the thyroid axis vessel. The 
operation required 17 minutes to complete it and patient 
left table in good condition. The arm was strapped to side 
by adhesive and retained perfectly fixed in this position by 
bandage for eight days. 


A New Plastic Operation for the Relief of Cicatricial 
Palato-Pharyngeal Contractures and Adhesions. 
Joun O. Roz, N. Y. State Journal of Medicime, July, 
1909. 

The operation was performed on a patient who had an 
extensive laceration of the soft palate after tonsillectomy 
with adhesions so strong and extensive that they practi- 
cally occluded the entire nasopharynx. 

The adhesions were divided and the edges freshened. A 
mucous membrane flap was taken from the inside of the 
cheek near the lower jaw including sufficient submucous 
connective tissue to assure the vitality of the flap. This 
was then brought down and the end turned backward and 
upward around the lower border of the soft palate, which 
had been sufficiently denuded of its mucous membrane 
around its lower border to secure union. This flap was 
then stitched at the sides and also through and through 
along the upper border of the end of the flap that had 
been turned up behind the palate. 

Complete union of this flap took place, and on healing 
there was no undue contraction at the site of these flaps, 
nor was there the slightest inclination for a re-adherence 
of the soft palate to the pharynx at any point, all of which 
was very gratifying. No attempt to cover the center of 
the soft palate with mucous membrane was made, as the 
soft palate hung so free from the pharynx that adhesion 
of the two surfaces could not take place. The surfaces 
from which the flaps had been taken were speedily covered 
with mucous membrane and soon all traces of it disap- 
peared. 


The central portion of the palate was quite thickened 
and this thickened tissue was utilized by cutting and stitch- 
ing it into shape so as to form a very desirable uvula. 
And as the levator palati muscles had not been sufficiently 
injured to destroy their function, by the construction of 
this new uvula the function of the soft palate in closing 
the posterior nares during deglutition and phonation was 
almost completely restored. 

At the time the patient came under my observation, the 
voice necessarily was completely nasal, and the patient, 
from the effects of mouth breathing had been gradually 
losing flesh and strength and had become exceedingly 


| 
FH 


AMERICAN 
JOURNAL OF SURGERY. 


346 


PROGRESS IN SURGERY. 


October, 1909. 


nervous, but after the liberation of the palate and the res- 
toration of complete nasal respiration she gained rapidly in 
flesh and strength, and at the end of three months had 
the third patient, the recess consisted in a mesially placed 
transverse slot-like cavity, about 34 inch Jong and ¥% inch in 
depth. There is no valid embryological explanation of 
completely regained the thirty pounds she had lost during 
this deformity. The first two cases were easily cured by 


dissection of the lining membrane of the sinus. 

The Grafting of Articulations (La Greffe des Articula- 
tions). Henrr Jupet, Paris. Revue de Chirurgie, 
July, 1909. 

The first experimental work establishing the possibility 
of grafts of articular cartilages was performed and de- 
scribed by the author in 1906 (therefore antedating Lex- 
er’s work on the human being by nearly two years). 
Judet’s work was stimulated by the fact that ankylosis of 
the knee is incurable, whereas in ankylosis of the upper 
extremities good results have been obtained by conserva- 
tive resections, muscle interpositions, etc. 

The essential factors in ankylosis of the knee-joint are: 
1. Invasion of the articular cartilage by the inflammatory 
process. 2. The synovial tissue undergoes scar formation, 
becomes continuous with periosteum, and the. articular 
cavity is effaced. 

By a series of experiments, Judet showed that the ar- 
ticular cartilage could be readily transplanted; when the 
sections were made several months later, there were all 
the macro- and microscopical evidences of true grafts, 
with no absorption of cartilage. In subsequent experi- 
ments he found that the ideal grafts were obtained when 
a shell of bone was taken along with the articular carti- 
lages. He then practiced with success heteroplastic grafts 
between the articular cartilages of the cat and dog. 

His next object was to ascertain whether cartilaginous 
grafts were successful in the absence of synovia. By a 
series of interesting experiments he showed that they were 
not. The most striking one was that in which he resected 
the right and left knee-joints of a rabbit. The one joint 
was stripped of its synovial sheath, the other was left in- 
tact. The joints were subcutaneously implanted in an- 
other animal. After a number of months the joints were 
extracted and it was found that the joint-surfaces of the 
intact specimen were normal grossly and microscopically, 
whereas in the joint whose synovial sheath was removed 
the cartilages had degenerated, were shriveled, and prac- 
tically destroyed. The former joint presented free mobil- 
ity, the latter joint was immobile. 


Contribution to the Knowledge of Post-Traumatic 
Ossifications (Beitrag zur Kenntniss der Posttrau- 
matischen Ossificationen). A. Prister, Altona. Ar- 
chiv fiir Klinische Chirurgie, Bd. 89, Heft 4. 

Stieda, who described ossification in the soft parts about 
an injury to the bone explained his cases on the basis of a 
fragment springing off the bone, and Vogel, who later de- 
scribed similar cases, agreed with Stieda, but found that 
direct trauma alone could produce the condition. Pfister, 
on the basis of two cases, shows that ossification may 
take place in the soft parts without any injury of bone 
or periosteum, 

His first case was a boy of fourteen, who came under 
observation ten weeks after a wheel had struck the inner 
aspect of his knee. The internal condyle was thickened and 
tender. Two inches above it, a tender, plum-sized mass 
overlay the femur. The latter was found, by the x-ray, 
to be a sliver of bone lying near the femur but showing 
no connection with it; over the internal condyle but not 
connected with it was another similar fragment of bone. 
In no part could a fracture of the femur be found. Seven 
weeks later the upper area of ossification was disappear- 
ing, and three months later was gone; while the lower one, 
which lay across the epiphyseal line, was attaching itself 
to the bone or cartilage at this line. 

The second case was an adult who came to the hospital 
shortly after falling down stairs. There was an effusion 
into the knee-joint. X-ray showed a fracture uf the ex- 
ternal condyle. No other abnormal shadows were present. 
Five weeks after the injury, an area of ossification ap- 


peared, for the first time, over the internal condyle. As 
in the first case, it was slim, of crescentic outline, and lay 
in the soft parts with no visible connection with the femur. 
Several weeks later, the shadow was much more intense. 
In none of the plates was there evident any injury of the 
periosteum or bone in this region. ; 


Mechanically Induced Anemia of the Lower Half of 
the Body (Die kiinstliche Blutleere der unteren Kor- 
perhalfte). Momsburc, Spandau. Archiv fiir Klinische 
Chirurgie, Bd. 89, Heft 4. 

To obtain a reliable anemia of the lower half of the 
body by simple means and to replace thereby the uncer- 
tain methods and those methods involving extensive oper- 
ative manipulations, Momburg described in 1903 his 
method of surrounding the waist by a firmly-applied elas- 
tic band. 

The technic is simple. When possible, the bowels are 
thoroughly emptied, but this is not essential. A three-inch- 
wide elastic band (1-114 yards long) is placed under the 
back of the patient midway between the lower margin of 
the costal arch and the pelvic brim. With the aid of an 
assistant the band is carried around the waist slowly and 
with only enough traction to use up its elasticity. Two 
to four turns have always been sufficient. The most im- 
portant feature of the method is to observe the femoral 
pulse after each turn of the band and never to apply an 
additional turn after the pulse is obliterated. Esmarch 
bands are now placed about each of the patient’s extremi- 
ties, so that, when the waist band is removed, the lower 
half of the body is not too suddenly flooded with blood. 
This might result in disturbances of the heart, and there- 
fore the bands on the extremities are removed one by one. 
When it is desired to avoid all loss of blood in such op- 
erations as exarticulation at the hip an Esmarch bandage 
is first applied from below upwards, and then the Mom- 
burg band is applied. 

Momburg has collected 34 cases in which his method has 
been used. In every case it was successful in producing 
the ischemia desired, in no case was any injury to the ab- 
dominal contents noted (a number of the cases died at 
various times after the application of the band, and there 
were ample post-mortem observations to support this 
statement), in no cases did the patient show any untoward 
results from the application of the band. Several cases 
of post-partum hemorrhage with atonic uterus are de- 
scribed in which the uterus contracted and the bleeding 
stopped immediately, after the application of the band, and 
the uterus remained contracted after the band was re- 
moved. In one case in which the abdomen was opened 
with the band in place, the intestines were not expressed 
through the incision. 


Narcosis with the band in place was smooth and even. 
In several cases the band was applied to patients not un- 
der narcosis, and there was no greater pain than that usual- 
ly seen seen with the Esmarch band. With the band in 
place, patients require much less anesthetic; when the 
band is removed the patients recover rapidly trom the 
anesthetic. The band has been kept on, in the reported 
cases, from a few minutes to two hours and twenty min- 
utes. 

[See AMERICAN JoURNAL oF SuRGERY, August, 1909, p. 
281, for two reported cases in which cardiac collapse oc- 
curred shortly after the application of the Momburg band. 
Also see Neuhaus’ modification of the Momburg method 
on the same page.—Ep.] 


The Use of Momburg’s Ischemic Bandage in Post- 
Partum Hemorrhage (Ueber die Anwendung des 
Momburg’schen Schlauches bei Postpartumblutungen). 
A. RIELANDER, Marburg. Zentralblatt fiir Gynékolo- 
gie, July 10, 1909. 

Nine cases of post-partum hemorrhage were treated by 
means of a thick elastic rubber tube wound twice about 
the body above the level of the umbilicus and tightened 
until both femoral pulses became imperceptible. Several 
cases of placenta previa with moderate cervical tears, 
cases of atony, and of simple cervical tears, were 
tested. The results were not encouraging. The applica- 
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tion caused pain, had a depressant effect on the heart and 
did not completely control the bleeding. Other measures, 
such as intrauterine douches, tamponing, etc., had to be 
resorted to finally. The author is not as yet ready to con- 
demn the method, but he believes that port-partum the 
necessity of applying the tube high up, and the more or 
less fulness of the intestinal tract usually present, render 
the ischemia less satisfactory than when used for ordinary 
surgical procedures. 


The Operative Treatment of Acute, Subcutaneous, 
Traumatic, and Complete Paralyses of the Lower 
Roots of the Cervical Plexus (Beitrag zur Frage der 
operativen Behandlung der subcutanen-acut-trauma- 
tischen completen Lahmungen der unteren Wurzeln 
des Plexus cervicalis). Pror. BarpENHEUER, Céln. 
Archiv fiir Klinische Chirurgie, Bd. 89, Heft 4. 

The type of injury with which the writer deals is one 
in which complete paralysis of a group of muscles follows 
immediately a violent trauma applied either directly or 
indirectly to the lower roots of the cervical plexus—e. g., 
a heavy weight falling on the shoulder. He does not in- 
clude in his paper the less acute traumata of the cervical 
plexus, as those occurring in narcosis, the crutch-palsy, 
etc. The author was led to the operative treatment of 
these severe injuries because with conservative treatment 
the results have not been good. Other observers have fre- 
quently noted that in severe crushings of nerves scar 
tissue forms, which usually means permanent paralyses. 

In his experience of ten cases of the type in question, 
Bardenheuer discovered the interesting fact that the nerve- 
trunks or -roots are usually not torn across. In one case 
several nerve-roots were torn out of the spinal cord. In 
only one other case the nerve-roots were torn across, and 
here there was the question of injury to the spine. The 
usual condition is that by the trauma the nerves are 
crushed, the surrounding lymph- and blood-vessels are 
lacerated, often the ajoining scaleni muscles are torn— 
the result is an immediate paralysis. Most often the fifth 
and sixth roots are seriously involved; the seventh and 
eighth to a lesser degree. Therefore, the sensory disturb- 
ances are not usually profound. 

Indications for operation do not depend on an exact 
neurological localization. They depend rather on a severe 
injury, tenderness over the region of the plexus, involve- 
ment of the nerves below the situation of the determined 
lesion of the brachial plexus; and in older cases no im- 
provement with conservative treatment, development of 
the reaction of degeneration, atrophy, etc. Oculopupillary 
manifestations, such as myosis, narrowed palpebral fissure, 
exophthalmos, point to the tearing out of the cord of the 
seventh to ninth roots. 

The patients were operated upon from two days to four 
months after the injury, and the best results were, by far, 
in the early cases. Practically, the operations consisted in 
removing the infiltrated hemorrhagic exudate that sur- 
rounded and compressed the nerves. In the advanced 
cases, the scar-tissue that compressed the nerves was ex- 
cised. Because of the atrophy and laxity of the muscles 
following the injury to the plexus, it is of great impor- 
tance to properly support the arm-weight six to eight 
weeks after operation. 

Some cases of birth-palsy go into this group of cases 
for which Bardenheuer advises operative interference. In 
general, he says, in one-half the cases the prognosis is 
good, by the usual treatment. But in the cases in which 
there is no improvement in three to four weeks, in which 
the history shows that forceps have been applied or ver- 
sion, etc., performed, or in which there is a fracture, the 
author advises operation. He obtained a good result in 
one case, albeit the operation was very difficult, with the 
minute nerves embedded in an old extravasation of blood. 


The Prevention of Perineal Lacerations. E. K. Ma- 
comsBer, Amsterdam, N. Y. American Journal of Ob- 
Stetrics, August, 1909. 

Perineal lacerations in primipare vary from 11 to 21 
per cent. After the cervix has become dilated to about 
the size of a silver dollar the author introduces a. Cham- 


petier de Ribes bag into the vagina and distends it with 
fluid. During the pains the bag is pushed down and di- 
lates the vagina and perineum. He also claims that by 
this method the cervix dilates more rapidly and the second 
stage pains are rendered more efficient. Should the pains 
die out traction on the bag at once stimulates uterine con- 
tractions. In 85 primipare he has had only three lacera- 
tions. 


Septic Gastritis of Buccal Origin (La Gastrite Septique 
@’Origine Buccale). Tevtrer. Annales de Medicine 
et Chirurgie Infantile, July 15, 19009. 

Imperfect mastication is the rdle that dental caries is 
usually supposed to play in gastric disorders. Tellier be- 
lieves that carious teeth are factors of practical impor- 
tance in some serious gastric conditions. Cases that he 
calls “septic gastritis” have been found to be due to the 
swallowing of pus from areas of pyorrhcea alveolaris; and 
the removal of the foci in the mouth has immediately re- 
lieved the gastric symptoms. 


A New Form of Operative Treatment for Femoral 
Hernia (Eine neue Methode fiir die operative Behand- 
lung der Femoralhernien). ApBRASHANOFF, Poltawa. 
Zentralblati fiir Chirurgie, No. 29, 1900. 

The author considers the ideal operation for hernia one 
which combines the principles of Bassini and of Kocher 
—muscle suture, and transplantation of the neck of the 
sac, respectively. In femoral hernia he therefore proceeds 
as follows: 

The sac is isolated, opened, and emptied in the usual 
manner and its neck is freed as high up as possible. The 
neck is transfixed and tied off with a silk strand, whose 
ends are left long. The latter are then threaded, and the 
needles are carried from within outward through the ab- 
dominal wall above Poupart’s ligament (excluding the 
skin, of course). The most important step is to carry 
these threads through Cooper’s ligament. This is done by 
retracting Poupart’s ligament strongly upwards, and uass- 
ing the needles close to the horizontal ramus of the pubis 
as the guide. The ends of the threads are now tied to- 
gether. 

By this suture the neck of the sac is drawn upwards, 
and the abdominal wall is drawn downwards to the os 
pubis, obliterating the femoral canal. 

The author has obtained satisfactory results by this 
method in eight cases. 


A Method of Combining Exploration and Decompres- 
sion for Cerebral Tumors Which Prove to Be In- 
operable. H. Cusuinc, Baltimore. Surgery, Gyne- 
cology and Obstetrics, July, 1900. 

Where extensive exposure is needed for exploration a 
temporary osteoplastic flap is the method of choice. If it 
is then found that the tumor is inoperable removal of the 
bone flap leaves a large unprotected area through which 
a hernia cerebri over an “active” part of the brain devel- 
ops. Cushing makes the usual omega flap (with the aid 
of a tourniquet) and then, when the occasion arises, uses 
a rongeur to remove a circular area at the base of the flap 
underneath the temporal muscle. A narrow area of bone 
is left at either side of the base of the bone flap. The 
dura over the proposed subtemporal area is incised in a 
stellate manner and the remaining bone is replaced as 
usual. The resulting decompression is subtemporal and 
over a “mute” area. 


The Demonstration of an Autogenous Antiphylactic 
Antibody in the Serum of Cancer Patients, with 
Preliminary Remarks Upon These Findings (Ueber 
den Nachweis eines, gegen das eigene Karzinom ge- 
richteten anaphylaktischen Antikérpers im Serum von 
Krebstkranken nebst vorliufigen Bemerkungen zu 
diesem Befunde). H. Pretrrer and J. Fensterer, Graz, 
Wiener Klinische Wochenschrift, July 15, 1909. 

If a guinea-pig is injected subcutaneously with serum 
from a cancer patient, and 48 hours later the animal is 
again injected intraperitoneally with a compression extract 
of the tumor of the same patient, the animal will show 
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symptoms of anaphylactic shock, demonstrable in approxi- 
mate terms by a rise in the rectal temperature. Further- 
more the authors found that these phenomena also followed 
when the injection of the extract of an alien carcinoma is 
introduced. The authors believe that this phenomenon 
may develop into diagnostic, prognostic and therapeutic 
importance. 


The Roux Radical Operation for Femoral Hernia and 
Its Results (Ueber die Radikal operation der Schen- 
kelhernien nach Roux und ihre Resultate). F. v. 
GSCHMEIDLER, Vienna, Wiener Klinische Wochen- 
schrift, July 27, 19009. 

Roux’ method consists in the anchoring of Poupart’s 
ligament to the horizontal ramus of the pubis by means of 
a (J-shaped staple, thereby closing the femoral ring. In 
Hochenegg’s clinic this operation has been done 38 times. 
In 28 patients in whom the end result could be followed 
there was one recurrence, and this was in a large hernia 
which had been operated upon unsuccessfully a number of 
times previously. No untoward effects have been noted and 
the operation is highly commended by the author. 


Pneumococcic Arthritis. A. Srrickier, Philadelphia, 
New York Medical Journal, July 17, 1909. 

In a statistical study of the 63 hitherto reported cases 
of this affection, the author finds that pneumococcic arthri- 
tis occurs about once in 800 cases of pneumonia. The vast 
majority of those affected were males. Only four cases 
are recorded in which a pneumococcic arthritis occurred 
without a previous pneumonia. The symptomatology is 
that. of an ordinary acute arthritis. Rarely, the process is 
extracapsular. Pneumococcic arthritis is apparently a grave 
complication, inasmuch as 50 per cent. of the patients died. 
Treatment consists in mere tapping in-mild cases and in- 
cision and drainage in the purulent varieties. The author 
reports a case in which the arthritis had no relation to a 


previous pneumonia. Much benefit was derived by the _ 


application of Bier’s hyperemia. 


Some Aspects of the Pathological Physiology of Intra- 
cranial Tumors. Harvey CusHIne, Baltimore, Boston 
Medical and Surgical Journal, July 15, 19009. 

Contrary to the common belief, brain tumors are of fre- 
quent occurrence, and possibly there is no disease in which 
the symptoms are more often overlooked or incorrectly 
interpreted. For the sake of successful palliative or cura- 
tive measures, a precocious diagnosis is necessary, and a 
careful clinical study of all suspected cases at an early 
stage, with a more intimate knowledge of the local and 
no pia pressure phenomena, will tend toward this desired 
goal. : 

A more widespread familiarity with the early appearance 
of the neuroretinal edema and congestion is needed, and 
also the understanding that this condition is merely a stage 
in the process of a choked disk. Inversion or interlacing 
of the boundaries of the color fields, heretofore regarded 
as pathognomonic of hysteria, has been found to be a fairly 
constant early phenomenon in tumors. 

One recognized characteristic of the brain under pres- 
sure is its tendency to herniate through a cranial defect, 
and as there is normally an opening at the foramen mag- 
num, a certain degree of protrusion is usually present there. 
In the presence of such a condition, the withdrawal of the 
cerebrospinal fluid from the spinal meninges by a lumbar 
puncture is often hazardous, as it may tend to a sudden 
wedging of the bulb in the opening, with anemia and paraly- 
sis of the vital centers, 

The pituitiary body proves to be one of the most impor- 
tant of the ductless glands. It not only may be the pri- 
mary seat of a new growth, but in the case of intracranial 
tumors elsewhere, particularly when they are accompanied 
by hydrocephalus, its function may secondarily become dis- 
turbed in ways which are clinically recognizable. 

The conducting paths in the brain are more often af- 
fected by simple pressure from tumors than by actual 
destruction, and the removal of the growth or simple relief 
from pressure may often lead to a surprisingly rapid res- 
toration of function. 

For an accurate focal diagnosis a thorough, early exami- 
nation is often necessary, for with an advancing lesion 


symptoms at a distance may greatly confuse the clinical 
picture. A considerable percentage of cases that present 
themselves for surgical treatment are so nearly blind that 
a study of the visual fields, which should be one of the 
most helpful localizing signs, is precluded. 

From a histological point of view the classification ot 
brain tumors is most unsatisfactory, and the general be- 
havior and manner of growth of many of them does not 
conform with accepted views. Some gliomata may be defi- 
nitely encapsulated and favorable for operative removal, 
and many tumors of this supposedly malignant type may 
undergo cystic degeneration or gelatinous transformation. 


On Joint Transplantation (Ueber Gelenktransplantation). 
E. Lexer, Koenigsberg. Archiv fiir Klinische Chi- 
rurgie, Band 90, Heft 2. 

The writer reviews his experience in the free transplan- 
tation of joints (a principle that he first evolved and prac- 
ticed on the living about 1% years ago, to replace joints 
ankylosed from various causes). His experiences are 
practically limited to the kneejoint. 

The incision must be so placed that the skin sutures no- 
where overlie the transplanted joint. Lexer, therefore, 
always attempts to make a large flap of skin, but this is not 
infrequently impossible because the integument is adher- 
ent to the bone from the previous inflammation, sinuses, 
etc. An Esmarch bandage is not employed, since the 
smallest overlooked hemorrhage between the transplanted 
and the original bone may (and did in one case) mar the 
result. After trying various angles, Lexer now divides 
the bones at right angles to their long axes. All normal 
periosteum and tendons (especially the patellar ligament) 
are carefully avoided in the excision of the joint. 

For transplantation material, all joints from cases of 
communicable disease, tumors, etc., must be excluded. The 
best material is obtained from cases of amputation for dry 
arteriosclerotic gangrene and for trauma. The prepara- 
tion of the joint to be transplanted must be made under 
most rigid asepsis, and every fragment of tissue down to 
the periosteum must be carefully ‘removed. The problem 
of the transplantation of synovial membrane for the joint 
has not, as yet, been solved. Apparently, in one case, the 
bad result—development of suppuration, fistulz, etc.—was 
due to the death of the transplanted synovia. Hydrocele 
sac has been employed with no brilliant result, in two 
cases. Good results may be obtained when synovia is 
secondarily implanted, some time after the primary graft 
of the joint. 

All forms of nails or sutures should be avoided in the 
fixation of the transplanted joint, because they lead to 
formation of granulation tissue and to bone absorption. 
A muscle plastic is often of the greatest importance for the 
later function of the transplanted joint, and here the 
greatest difficulty may be encountered because all avail- 
able muscles may have atrophied from disuse and disease. 
No set rules can be laid down, and any of the muscles 
near the joint may have to be employed. The experi- 
mental demonstration of the transplants of tendons, 
shown by the younger Rehn to be feasible in both man and 
animals, may be of great future significance in this con- 
nection. 

The after-treatment is planned along the usual lines for 
bone operations. The first movements are practical when 
the x-ray shows that bony union has taken place. The 
patient begins to use the joint when the active and passive 
motions in bed show that it is ready. 


Skin Disinfection with Iodine in Abdominal and Other 
Operations. Cuartes Jewett, Brooklyn. Medical 
Record, August 14, 1909. 

The method is that published by Grassich one year ago, 
and is extremely simple. Some hours before the operation, 
the field is shaved dry and is then painted with a 10 or 12 
per cent. tincture of iodine. No water or other liquid is 
permitted to come in contact with the skin. The surface is 
covered with a dry sterile dressing. On the operating ta- 
ble the painting is repeated. As an additional precaution, 
the author shaves and thoroughly cleanses the skin twelve 
hours before the icdine is applied. 

_ The author has obtained primary union in every case 

in which this method was resorted to. 
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